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DUODENAL ILEUS * 
By R. P. Rowranps, O.B.E., M.S. Lonp., 
F.R.C.S8. EnG. 


SENIOR SURGEON TO GUY’S HOSPITAL 





FoR many years dilatation of the duodenum had 
been noticed occasionally by surgeons during laparo- 
tomies, and by pathologists during post-mortem 
examinations, but its importance and true significance 
were not recognised until L. A. Petit,’ in 1900, 
described and figured the post-mortem appearances 
in an extreme case. He attributed it to obstruction 
of the third part of the duodenum by compression of 
the bowel between the tight roct of the mesentery 
and the lumbar spine. In 1907 Bloodgood ? fully 
discussed the various and treatment of the 
condition. Since then much has been written about 
it, notably by Codman,* Stavely,* Villette,® Kellog,® 
Devine,’ Wilkie,* Mummery,® and Hurst.?° 

Visceroptosis, especially a mobile pendulous and 
loaded right colon and cwcum, drags upon a short 
mesentery while the patient is standing or sitting up. 
The root of the mesentery then acts as a strap 
compressing the duodenum against the lumbar spine. 
But this is not the only cause of duodenal ileus. 

I have seen and cured a case with Dr. A. F. Hurst 
where we found the cause to be a congenital band 
compressing the second part of the duodenum just 
before it passes under the transverse mesocolon. I 
have also successfully removed a duodenal pouch 
arising from the posterior wall of the fourth part of 
the duodenum, which when loaded pressed upon the 
duodenum and caused duodenal dilatation with 
attacks of vomiting: it acted in the same way as 
the more familiar esophageal pouch. Right lumbar 
nephrectomy has caused kinking of the third part of 
the duodenum with typical duodenal ileus and 
secondary duodenal ulcer. 

On several occasions I have found caseous and 
calcified tuberculous glands in the root of the 
mesentery exercise similar obstructive pressure, and 
in one instance secondary carcinomatous glands which 
produced the same results. Sir Arbuthnot Lane, Lord 
Moynihan, and others have described congenital 
adhesions obstructing the duodeno-jejunal flexure. 

Acquired adhesions near the same site following 
posterior gastro-jejunostomy act in a similar way, 
setting up what we know as vicious circle. In some 
of these cases, however, duodenal ileus preceded the 
duodenal ulcer calling for. the gastro-jejunostomy, 
the operation then upsetting a precarious balance, 
and precipitating an attack of acute dilatation of the 
duodenum and stomach. 

One of my patients had had a gastro-jejunostomy 
performed for attacks of vomiting. No 
ulcer was found. The attacks continuing, the gastro- 
jejunostomy had been disengaged for supposed 
jejunal ulcer, which was not found. The symptoms 
became much worse and the patient wasted to a 
shadow. Duodenal ileus was then discovered by 
X ray examination, and I made a duodeno-jejunos- 
tomy which cured the patient. Previous radiographic 
and exploratory examinations had not suggested the 
true pathology. 

Symptoms and Signs 

These patients complain of indigestion often dating 

from infancy or childhood. They suffer from acute, 


causes 


duodenal 
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Subacute, or chronic attacks of painful distension in 
the epigastrium during and soon after meals, which 
they frequently cannot finish. There is much 
flatulence, nausea, and anorexia. Sometimes vomiting 
follows and gives some relief. Generally the attacks 
last for two or three days, and are repeated at frequent 
and diminishing intervals. Sometimes the patient 
and his doctor notice fullness and tenderness in the 
right hypochondrium. Generally the symptoms are 
relieved by lying down, with elevation of the pelvis. 

Radiographic examination during a quiet period 
may reveal no abnormality, but during an attack the 
dilatation and stasis in the duodenum with reverse 
peristalsis are demonstrated. Sometimes the shadow 
of a duodenal or gastric ulcer, or of both, is shown at 
the same time. 

Diagnosis 

Duodenal ileus is often the underlying cause of 
acute dilatation of the stomach, for which it is easily 
mistaken. Similarly it is mistaken for vicious circle, 
when the attacks of vomiting are aggravated by 
gastro-jejunostomy. 

The enlarged shadows characteristic of duodenal 
ileus have been mistaken for those of duodenal 
pouches, but these rarely form in the third part of the 
duodenum, where the greatest dilatation of duodenal 
ileus is evident. Reverse peristalsis in the enlarged 
duodenal shadow is almost conclusive evidence of 
duodenal ileus. 

Duodenal ileus has on clinical grounds been mistaken 
for recurrent appendicitis, cholecystitis, recurrent 
volvulus of the cecum, and particularly duodenal or 
gastric ulcer; but careful radiographic examination 
should prevent these mistakes. ‘The chief danger is 
in overlooking a causative duodenal ileus when a 
duodenal or gastric ulcer has been demonstrated either 
by X rays or by a laparotomy. Therefore it is very 
important to look for duodenal ileus during radio- 
graphic examinations and laparotomies, carried out 
for supposed duodenal or gastric ulcer, or chronic 
appendicitis. 

On the other hand, duodeno-jejunostomy is not to 
be performed without due consideration. It is not 
always easy to tell duodenal ileus from hysterical 
vomiting. fadiographic examination during an 
attack generally settles the diagnosis. At an explora- 
tory laparotomy great dilatation of the third part of 
the duodenum is characteristic, but in doubtfui cases 
Wilkie duodenal tube and inflates the 
duodenum when the latter is exposed at the operation. 


passes a 


Treatment 


Medical_—The recumbent position with elevation 
of the pelvis usually brings prompt relief of symptoms. 
Often gastric lavage and duodenal aspiration have 
to be added. These measures are especially valuable 
in tiding over an acute attack of vomiting. Sometimes 
complete and permanent cure may result from postural 
treatment, abdominal exercises, and supports. 

Surgical—When the diagnosis is certain and 
medical treatment has been well tried and has failed, 
an operation is indicated, and this is all the more 
imperative when duodenal or gastric uleer complicates 
the condition. 

Duodeno-jejunostomy is nearly always the best 
operation for it, and was first performed by Stavel) 
in 1908. The first part of the jejunum is brought to 
the right across the spine, and anastomosed to th: 
dilated third part of the duodenum. The operation 
is easy and peculiarly safe and free of complication: 
Gastro-jejunostomy has proved successful, but unless 

x 
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the pylorus is patent and incompetent the obstruction 
and distension of the duodenum will not be completely 
relieved, but may even be made worse by adhesion 
or kinking at the gastro-jejunostomy. Moreover, 
duodeno-jejunostomy is much more suitable, safer, 
and avoids the well-known complications of gastro- 
jejunostomy. 

Colopexy of the mobile and prolapsed right colon 
and cecum is too uncertain and indirect successfully 
to compete with duodeno-jejunostomy in these cases. 
Partial gastrectomy appears to be the operation of 
choice when chronic intractable duodenal or gastric 
ulcer or both complicate duodenal ileus. It has 
certainly proved extremely satisfactory in several 
cases under my care. The most interesting of these 
are related below. 

It is probable, however, that early or subacute 
peptic ulcers (complicating duodenal ileus) may heal 
under medical 
treatment, pro- 
vided that 
duodeno - je ju- 
nostomy is 
performed to 
overcome’ the 
chief cause of 
the formation 
and persistence 
of the ulcers in 
these cases. 


DUODENAL 
ILEUS: DUODENO- 
JEJUNOSTOMY 


CASE 1.—A 
man, aged 26, 
gave a history 
of attacks of 
indigestion since 
infancy. Breast- 
feeding had had 
to be abandoned 
on account of 
vomiting. Gradu- 
ally the attacks 
became more fre- 
quent and pro- 
longed. They generally lasted for two or three days, and con- 
sisted of tightness across the lower part of the chest and right 
hypochondrium, followed by anorexia and nausea, but rarely 
any vomiting. Hunger before meals was soon satisfied 
and followed by painful distension, flatulence, and constipa- 
tion. Seven years ago a severe attack lasting a fortnight, 
associated with vomiting and fever, was thought to be due 
to appendicitis. During the last four years the attacks 
had become worse, and the patient had lost over a stone in 
weight. Radiographic examination showed great dilata- 
tion of the duodenum, especially of the third part to the 
right of the spine. The radiologist reported this part 
to be a duodenal pouch, but the final diagnosis was 
duodenal ileus. 

Operation (Feb. 11th, 1930).—The appendix was found to 
be chronically inflamed and distended in its distal part, and 
was removed. Typical duodenal ileus was demonstrated, 
and was due to pressure upon the bowel by the superior 
mesenteric vessels, which were dragged upon by a pendulous 
dilated cecum. There was no sign of peptic ulcer. 
Duodeno-jejunostomy was performed, and the patient 
made a good recovery. When seen three years later he 
was very much better in every way, and had regained his 
normal weight, but he still had occasional slight attacks 
of indigestion. 


In Guy’s Hospital Reports for October, 1922, Dr. 
Hurst discussed the «etiology and symptoms of chronic 
duodenal ileus, and described two cases in which the 
diagnosis had been made with the X rays, the first in 
1914 and the second in 1921. He showed how the 
condition would be likely to predispose under certain 
circumstances to the development of duodenal ulcer 
and possibly also gastric ulcer, and referred to the 
occurrence of a duodenal] ulcer in three and a gastric 





Tracing of radiogram showing duodenal 


ileus and dilatation of the stomach. 
The obstruction was at X and was due 
to compression by the root of the 
mesentery. A short circuit between 
Y and Z was made. 
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ulcer in one of 11 cases of chronic duodenal ileus 
recorded by Wilkie in 1921. 

In Guy’s Hospital Reports for April, 1926, four 
cases of duodenal ulcer and one of gastric ulcer 
complicating duodenal ileus were recorded by Hurst, 
Rowlands, Gaymer Jones, Ryle. The following is one 
of these cases, which was recorded by Dr. Hurst and 
Dr. Briggs, who have kindly allowed me to use their 
report. This case is of special interest as both a 
gastric ulcer and a duodenal ulcer were found in a 
young man with chronic duodenal ileus, all three 
conditions being diagnosed with the X rays and 
confirmed at operation. 


GASTRIC AND DUODENAL ULCER ASSOCIATED WITH DUODENAL 
ILEUS: PARTIAL GASTRECTOMY 


CASE 2.—A man, aged 21, was admitted to New Lodge 
Clinic on Dec. 30th, 1925. He had had an acute attack 
of pain with vomiting in the middle of the night six years 
before. From this time he began to have pain punctually 
an hour and a half after meals, which was relieved by the 
next meal or by taking an intermediate feed. It woke him 
at night, but was again relieved by a glass of milk. His 
appendix was removed in 1920, but this only gave him 
incomplete and temporary relief. During the last five 
months he had had a severe ache between the scapule 
at the same time as his epigastric pain. Recently he had 
only been comfortable in bed on a very light diet. 

An X ray examination showed that in addition to the 
duodenal ulcer, which was naturally suspected on account 
of the symptoms, a gastric ulcer of considerable size was 
present on the lesser curvature. The deformity produced 
by each ulcer was quite characteristic, and the two craters 
were the seat of definite localised tenderness. In addition 
to the ulceration, a condition of chronic duodenal ileus 
was found. The whole of the duodenum proximal to the 
point where it is crossed by the root of the mesentery was 
considerably dilated, and constant vigorous backward and 
forward movements were observed in it. Neither ulcer 
directly involved the pylorus and neither of them caused 
any reflex disturbance in its activity, as the stomach was 
found to be completely empty in less than four hours after 
the opaque meal. The duodenal obstruction was 
incomplete, as there was no residue present in it after the 
stomach had completely evacuated its own contents. It 
was found that the dilated duodenum could be immediately 
emptied if the patient got into the knee-elbow position, 
thereby removing the drag upon the root of the mesentery. 

A fractional test-meal showed a mild degree of hyper- 
chlorhydria and confirmed the absence of any pyloric 
obstruction, as the stomach was completely empty in one 
and three quarter hours. The stools contained traces of 
blood, as shown by chemical tests and by giving a 
hematoporphyrin spectrum, so that there was no doubt 
about the activity of the ulcers. Though the urine was 
normal, the presence of duodenal obstruction made it desir- 
able to test the renal efficiency, as obstruction frequently 
leads to a certain degree of renal insufficiency, which makes 
it a matter of considerable danger to give the usual 
strenuous alkaline treatment for an ulcer; in such cases 
severe symptoms of alkalemia, resembling those of uremia, 
may result. The blood-urea was found to be 82 mg. per 
100 c.em. compared with the normal 30 mg., so definite 
renal insufficiency was present. For this reason the patient 
was given tribasic calcium phosphate and tribasic magnesium 
phosphate instead of the usual alkalis, as, although these 
act as alkalis in neutralising the acid of the stomach, they 
do not increase the alkalinity of the blood and can therefore 
be given in cases of pyloric or duodenal obstruction without 
danger. The renal insufficiency actually diminished during 
the treatment, the blood-urea falling to 60 mg. per 100 c.cm. 
some days later. 

In spite of very careful treatment by rest in bed, diet, 
alkalis, atropine, and olive oil, when readmitted on Feb. 20th, 
1926, it was found that the craters of both ulcers were still 
present and there was still occult blood in the stools. The 
duodenal ileus was as well marked as ever. 

Partial gastrectomy was performed on March Ist, 1926, 
and the jejunum anastomosed to the cut end of the cardiac 
remainder of the stomach after the Polya-Balfour-Moynihan 
method. The part removed comprised the pyloric half of 
the stomach and the first part of the duodenum. The crater 
of the gastric ulcer was the size of a sixpenny piece; the 
duodenal ulcer was almost healed, and was on the anterior 
wall of the duodenum close to the pylorus. The duodenal 
ileus was caused by a tightness of the root of the mesentery 
with no evidence of active disease or glandular enlargement. 
The patient made a complete recovery and wrote two years 
later that he was ‘“ exceedingly fit, everything functioning 
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with a degree of smoothness which I should never have 
conceived to be possible in earlier days.” 


GASTRIC ULCER ASSOCIATED WITH CHRONIC DUODENAL 
ILEUS: PARTIAL GASTRECTOMY 

CASE 3.—A man, aged 29, first noticed pain in the upper 
abdomen four months ago. It always started in the 
epigastric region, and often spread into the thorax and up 
to the shoulder. It was of a dull, aching, or burning 
character. It came on immediately after taking food and 
was attended by flatulence and occasionally by vomiting. 
He dieted himself, leaving off meat, with some relief of pain. 

On admission to Guy’s Hospital under my care in 
September, 1925, he looked very ill and was rigid and tender 
in the left epigastric angle. A very acute attack of pain 
doubled him up on the day after his admission. 

X rays showed retention of a flake of barium on the 
posterior surface of the stomach, high up towards the 
cardia, indicative of ulcer. The feces gave a positive 
guaiac test, and a faint hematoporphyrin spectrum. There 
was no hyperchlorhydria. On account of the failure of 
medical treatment, the large size of the ulcer, and the 
intolerable pain, an operation seemed to be imperative. 

Operation.—A long, left paramedian incision in the 
epigastric angle on Sept. 24th showed a large gastric ulcer 
high up on the lesser curvature. The appendix was 
adherent and inflamed, and was removed. The omentum 
was also adherent in the pelvis near the appendix. There 
was marked duodenal ileus ; partial gastrectomy appeared, 
therefore, to be the best treatment and was carried out, 
a little more than half the stomach being removed. The 
ulcer was very large and adherent to the pancreas, 
which the crater had penetrated. Microscopic examination 
showed a simple peptic ulcer; the glands showed chronic 
inflammation. 

Although the wound gave way a week later during a 
fit of coughing, the patient did well, and was able to leave 
the hospital a month after the operation. He was seen 
on March 16th, looking well. He had put on much weight 
and had not been sick since the operation, and had had 
no pain since leaving the hospital. 

Partial gastrectomy seemed to meet the demands of 
these cases better than any other operation or com- 
bination of operations, such as excision of the ulcers, 
gastro-jejunostomy, and duodeno-jejunostomy. In 
some cases of complete or severe duodenal ileus, 
duodeno-jejunostomy will have to be added, in order 
to drain away the bile, pancreatic juice, and duodenal 
secretions, but this addition did not seem or prove 
necessary in these cases. 


Conclusions 


1. Duodenal ileus is not uncommon but is often 
overlooked during radiographic examinations and 
operations, because it is masked by other conditions. 

2. Duedenal and gastric ulceration may be secondary 
to duodenal obstruction. 

3. Duodeno-jejunostomy is the simplest, safest, and 
most certain way of curing duodenal ileus. 
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SUNSHINE CONVALESCENT HoME,—Last week the 
Duke of Gloucester, as patron, presided at a dinner in 
aid of the Sunshine Convalescent Home of the Invalid 
and Crippled Children’s Society. It was stated that 
£20,006 from a trust fund has been promised for an additional 
wing to the home on condition that between £6000 and £8000 
is given for its maintenance. A fraction over £4000 has 
now been received. Lord Moynihan in a speech said that 
cripples were produced mainly by tuberculosis and rickets, 
and that nowadays there is no reason why any child should 
suffer from rickets. 
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ALTHOUGH the immediate cause of the attack in 
angina pectoris is still uncertain, temporary ischemia 
of the heart muscle is generally held to initiate the 
brief paroxysm of pain. Feil and Siegel (1928), 
Parkinson and Bedford (1931), and Weod and 
Wolferth (1931), have shown that changes may occur 
in the S-T segment of the electrocardiogram during 
attacks. In Case 4 of Parkinson and Bedford’s series, 
a slight degree of inversion of the T wave in lead I. 
became more pronounced, and an upright T wave 
in lead II. became inverted, and the electrocardio- 
gram reverted to its usual form after the cessation 
of pain. 

These observations seem to indicate that the 
deformed T wave may be the result of ischemia of 
the myocardium. If this is so then any drug which 
increases the coronary blood flow to the impoverished 
area of heart muscle might also correct the altered 
T wave in the electrocardiogram. Thus we decided 
to test the effects of nitrite on the inverted T wave 
in the human electrocardiogram. 


Methods 


Thirty-two patients were investigated ; in all, 224 electro- 
eardiograms were taken. In 22 patients the tracing showed 
inversion of the T wave in one or more leads, and in another 
the T wave was flattened. The electrocardiogram was con- 
sidered to be physiological in nine; these will be mentioned 
separately as a supplementary series. 

Twenty-three patients suffered from recurrent attacks 
of angina pectoris, which in six was due to syphilis. The 
diagnosis of angina pectoris of effort in all cases was based 
on a history of recurrent attacks of substernal pain which 
spread across the chest and often passed through to the 
back; it frequently radiated to the shoulders and down 
one or both arms, and occasionally to the jaw and neck. 
The attacks were always determined by physical exertion, 
and sometimes also hy emotion. The pain lasted only a 
few minutes when the patient rested. Amzyl nitrite and 
trinitrin relieved the attack quickly in each patient. A 
history of coronary thrombosis was obtained in eight cases, 
and in only three of these was it recent. With the exception 
of one patient, a boy aged 16, the ages varied from 45 
to 73 years. 

The electrocardiogram had remained stationary in all 
the patients for at least three weeks before the effect of 
nitrite was tested. During the tests blood-pressure readings 
were taken at intervals of one or two minutes with the 
patient seated in the cardiographic chair, and an average 
of 30 readings was recorded in each patient. Two or more 
electrocardiograms were recorded before the inhalation. 
When the procedure of amy! nitrite inhalation was explained 
a transient rise in blood pressure invariably occurred and 
it was necessary to wait till this reactionary rise subsided 
before making the actual test. A capsule containing 
5 minims (0-3 mil.) of amyl nitrite was then broken in a 
cloth which was immediately applied over the nose and 
mouth, and the patient encouraged to breathe naturally. 
The inhalation was continued for a period of about two 
minutes, and an electrocardiogram was taken immediately 
after. The fall in blood pressure, tachycardia, and the 
patient’s subjective symptoms were accepted as a measure 
of the efficacy of the inhalation. There was no interference 
with the patient while the electrocardiograms were taken ; 
the respiration was quiet and natural and the patient’s 
posture was not altered. During the intervals between 
the electrocardiograms the excursion of the tibre was closely 
observed for any change in the direction of the T wave. 
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In those cases where the effects of trinitrin were recorded, 
tablets of gr. 1/100 to 1/12 (0-0006 to 0-005 g.) were placed 
in the mouth and chewed. 


Results 


The 23 cases will be considered in four groups, 
according to the lead or combination of leads showing 
































FIG. 1.—Showing alteration in the T wave in Case 10 following 
inhalation of amyl nitrite. The inverted or diphasic T wave 
in lead II. became upright. (A) was taken before, and 
(B) four minutes after the inhalation. 


inversion of the T wave. In Group I. are placed 
the cases showing inversion of the T wave in leads I. 
and II.; in Group II., cases with inversion of the 
T wave in lead I. only ; in Group III., cases showing 
inversion of the T wave in leads II. and III. ; in Group 
IV., cases showing inversion of the T wave in 
lead III. only. 
GROUP I 


In this group are included nine cases 
showing inversion or flattening of the T wave 
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coronary thrombosis in these two patients where the 
inverted T wave in the electrocardiogram remained 
unchanged ; one had rheumatic valvular disease and 
the other hyperpiesia. 

Thus in seven out of nine patients in this group an 
inverted, diphasic, or flat T wave became raised 
following the administration of nitrite. A typical 
protocol is given below. 


CASE 10.—Male, aged 50. Angina pectoris. Hyper- 
piesia. 

Angina pectoris for 12 months. No history of coronary 
thrombosis. B.P. 215/120. W.R. negative. Radioscopy : 
enlargement of left ventricle. Electrocardiogram: normal 
rhythm ; no relative preponderance ; T wave inverted in 
lead I., inverted or diphasic in lead II., and upright in 
lead III. Observation: Two further tracings were recorded 
at intervals of 1 and 4 minutes after inhalation of amyl 
nitrite. There was no change in the inverted T wave in 
lead I., but the inverted or diphasic T wave in lead II. 
became upright (Fig. 1). 

GROUP II 

In this group are included seven cases in which 
the T wave was inverted in lead I. only. All suffered 
from angina pectoris which in two instances was due 











in leads I. and II., and thus they belong to 
the ““T, type” described by Parkinson and 
Bedford (1928). Angina pectoris was present 





in five cases and in one of these syphilis was 
the cause. There was a definite history of 








coronary thrombosis in one case and a doubt- 
ful history in two. The electrocardiogram 
showed normal rhythm in all nine cases and 


T wave was inverted in leads I. and II. in 
six, was inverted in lead I. and inverted or 
diphasic in lead II. in two cases, while in Case 18 the 
T wave was flattened in all leads; this patient is 
included in this group because an electrocardiogram 
taken six months later showed the T wave to be flat 
in leads I. and II. and upright in lead III. 

Amyl nitrite was inhaled by all these patients, 
and this was repeated in five. In two cases trinitrin 
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FIG. 2.—Showing alteration in the T wave in Case 18 following 
inhalation of amy! nitrite. The flattened T wave in lead II. 
‘became upright. The record (A) was taken before, and 
{B) 19 minutes after the inhalation. 


‘was also given. In all, 43 records were taken after 
mitrite administration. The results are summarised 
in Table I. In two cases an inverted or diphasic 
T wave in lead II. became upright (Fig. 1); in one 
case a flat wave in lead II. became upright (Fig. 2) ; 
in one case an inverted T wave in lead II. became less 
inverted ; in one case the inverted T wave in both 
leads I. and II. became less inverted ; in one case 
the inverted T wave in lead II. became upright, and 
the inverted T wave in lead I. became less inverted 
(Fig. 3) ; in another case the inverted T wave in lead I. 
became less inverted; in two cases there was no 
ehange. There was no history of angina pectoris or 


- p ; oo FIG. 3.—Showing alteration in the T wave in Case 11 following inhalation 
left ventricular preponderance in five. The of amy! 
(A) was taken before, and (B) one minute after the inhalation. 


nitrite. The inverted T wave in lead II. became upright. 


to syphilis. With one exception there was no history 
of myocardial infarction. The electrocardiogram in 
all cases showed normal rhythm and left ventricular 
preponderance. The T wave in leads II. and III. 
was upright in all except one case, where it was flat 
in lead III. 

Two inhalations of amyl nitrite were given to five 
patients and three inhalations to one. Trinitrin was 
given to two patients. In all, 35 electrocardiograms 
were recorded after the administration of nitrite. 
In two cases the inverted T wave in lead I. became 
upright (Fig. 4), but in the remaining five there was 
no change. These results are summarised in Table II., 
and a typical protocol is given below. 


CASE 25.—Male, aged 56. Angina pectoris. 
Hyperpiesia. 

Angina for several years. No history of coronary throm- 
bosis. B.P. 185/120. W.R. negative. Radioscopy: no 
abnormal changes in heart and aorta. Electrocardiogram : 
normal rhythm ; left ventricular preponderance ; T wave 
inverted in lead I. Observation: Three electrocardiograms 
were taken at intervals of 24, 5, and 10 minutes after inhala- 
tion of amyl nitrite, and three further records were taken 
at intervals of 1, 4, and 13 minutes after second inhalation 
of amy! nitrite. In both instances the inverted T wave 
in lead I. became upright (Fig. 4). 


GROUP III 

In this group are included four cases in which the 
T wave was inverted in leads II. and III., and thus 
conforms to the “T,; type ”’ described by Parkinson 
and Bedford (1928). Angina pectoris was present in 
all four cases and syphilis was the cause in one. 
There was once a history of recent coronary throm- 
bosis. The electrocardiogram showed normal rhythm 
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in all 
three. 

Amy] nitrite was inhaled in every case, and trinitrin 
was also given in three. In all, 11 electrocardiograms 
were taken after the administration of the nitrite. 
The results are summarised in Table III., and a typical 
protocol is given below. In one case the inverted 
T wave in lead II. became upright (Fig. 5), and the 
already upright T wave in lead I. was raised. No 
change occurred in any of the other three patients. 


cases and left ventricular preponderance in 


CASE 28.—Male, aged 60. 


Angina pectoris for three years. Doubtful 
coronary thrombosis. B.P. 150/100. W.R. 
Radioscopy : slight enlargement of left ventricle. Electro- 
cardiogram : normal rhythm; left ventricular prepon- 
derance ; T wave just upright in lead I., inverted in leads II. 
and III.; P wave inverted in lead III. Observation: 
Three further electrocardiograms were taken at intervals 
of 1, 4, and 14 minutes following inhalation of amy! nitrite. 
The T wave became more upright in lead I., and an inverted 
T wave in lead II. became upright (Fig. 5). 


Angina pectoris. 


history of 
negative. 


GROUP IV 
In this group are included three cases showing 
inversion of the T wave in lead III. only. Angina 
pectoris was present in all three cases, but none gave 


a history of coronary thrombosis. The _ electro- 
cardiogram showed normal rhythm in two and 
auricular fibrillation in the third. Left ventricular 


preponderance was present in all three. 

Amyl nitrite inhalation was given to 
and repeated in two. In all, ten electrocardio- 
grams were taken after the inhalation. The results 
are summarised in Table 1V., and a typical protocel 
is given below. In one case the inverted T wave 
in lead III. became raised to the iso-electric level, 
and an upright T wave in lead I. was also 
raised. No changes were noted in the remaining 
two cases. We have not studied the effect of 
nitrite administration in cases where inversion 
of the T wave in lead III. occurred in the absence of 
angina pectoris. 


ach case 


Case 30.—Male, aged 56. Angina pectoris. 


Angina for eight months. 
bosis. 


No history of coronary throm- 


B.P. 145/85. negative. Radioscopy: slight 


W.R. 
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Case 25 


FIG. 4.—Showing alteration in the T 
the inhalation of amy] nitrite. 
upright. 
minutes after the inhalation. 


wave in 


The inverted T in lead I. 


enlargement of heart to left. Electrocardiogram: normal 
rhythm ; left ventricular preponderance ; T wave upright 
in lead I., flat in lead II., and sharply inverted in lead III. 
Observation : Two further tracings were recorded at intervals 
of 3 and 16 minutes after inhalation of amyl nitrite, and a 
third record was taken 2 minutes after second inhalation. 
No change was recorded. 
SUPPLEMENTARY SERIES 

The effects of nitrite were also tested in a supplemen- 
tary series of nine patients in whom the T 
in the electrocardiogram was upright. In no instance 
did the nitrite have any effect upon the T wave 
in this series, so that it would seem that it is not 
possible to elevate still further an already upright 
T wave by the administration of coronary vasodilators. 


wave 
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following 
f , became 
(A) is a tracing recorded before, and (B) two and a half 
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Discussion 


In our series of 23 cases which showed deformity 
of the T wave in the form of flattening, diphasic 
change, or inversion, it became raised in 11 following 
the administration of nitrite. Seven of these belonged 
to Group I., where the deformed T wave occurred 
in leads I. and II. Thus with two exceptions the 
T wave was raised in all those included in 
Group I. Neither of these two had angina pectoris, 


cases 


whereas six out of the other seven had this or coronary 
thrombosis. 


Ten out of the 11 cases in which the 





FIG. S.—Showing alteration in the T wave in Case 28 following 
inhalation of amyl nitrite. The inverted T wave in lead II. 


became upright. The record (A) was taken before, and 
(B) four minutes after the inhalation. 
T wave became raised had angina pectoris. The 


change in the majority of cases was of short duration, 
and it usually lasted for three to five minutes, but 
sometimes it persisted longer, and in one instance 
the change was present 22 minutes after amyl nitrite 
inhalation. With one exception (Fig. 3) the elevation 
of the T wave was still present at a time when the 
pulse-rate and blood pressure had returned to the 
normal after nitrite administration. This is sig- 
nificant in that it proves that tachycardia was not 
concerned in producing the changes in the T wave. 
We did not find any relation between the state of the 
blood pressure and the changes we have described in 
the T wave. 

In recent years greater attention has been devoted 
to the deformed T wave which occurs in certain 
abnormal states of the myocardium, and there is now 
much clinical and experimental evidence to explain 
the immediate cause of this deformity. Bound up 
with the problem of the abnormal T wave is the study 
of the formation of the normal T wave. Lewis (1925) 
ascribed the final or T deflection in the electro- 
cardiogram to electric forces produced by the 
return of the ventricular muscle from its active 
to its resting state. Pardee (1925) regarded the 
deformed T wave found in the electrocardiogram 
in coronary thrombosis and myocardial infarction 
to be produced by the “reaction of repair 
occurring around the anwmic area.’ Wilson, 
Macleod, and Barker (1931) stated that in cases 
of myocardial infarction a current of injury is 
present during diastole, and that the final ventri- 
cular deflection is not written entirely by the 
currents produced by recovery, but in part by the 
current employed to neutralise the current of 
injury which disappears partly or completely when 
the injured muscle becomes active. Purks (1931) was 
able to study changes in the R-T segment of the 
human electrocardiogram following ligation of the 
left coronary artery which had been severed by a stab 
wound. Animal experiments have also helped to 
decide the significance of the T wave. Thus Smith 
(1918) studied the electrocardiogram in 66 dogs in 
which known myocardial lesions had been produced 
by ligation of the separate branches of the coronary 
arteries. He found that ligation of any branch of the 
left coronary artery caused the T wave to become 
inverted, and it only assumed an iso-electrie or positive 
phase after a period of three te five days. Later (1920) 
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TABLE I.—-SUMMARISING RESULTS OF NITRITE ADMINISTRATION IN NINE CASES IN GROUP I 


Case 


No. Age. BF’. Clinical diagnosis. 





10 50 215/120 Hyperpiesia ; angina pectoris. 


11 52 140/85 Angina pectoris ; aortic stenosis. 
12 | 50 | 135/85 Mitral and aortic stenosis. 
13 | 52 | 240/140 


14 57 , 280/140 


Hyperpiesia ; arterio-sclerosis. 
Hyperpiesia ; angina pectoris. 


15 56 165/115 Hyperpiesia ; old coronary thrombosis, 


16 49 210/130 Hyperpiesia ; chronic ischemic nephritis. 


17 49 165/75 Angina pectoris ; atheromatous aortic 
incompetence. 
Angina pectoris ; syphilitic aortitis ; 
aortic aneurysm. 


18 45 155/90 


TABLE II.—SUMMARISING RESULTS OF NITRITE 


19 52 . 135/80 Angina pectoris. 


20 53 155/95 


” ” 


21 73 190/90 = én 
Angina pectoris ; aortic incompetence ; 
syphilitic aortitis. 


” 


23 #48 160/60 
24 48 140/95 Angina pectoris. 


25 56 185/120 


” ” 


TABLE III.—SUMMARISING RESULTS OF NITRITE 
26 | 45 | 100/75 | Angina pectoris; recent coronary thrombosis. Left. + — -- 


27 | 53 | 145/80 Angina pectoris. 


| 150/100 | 


ro 
~ 
m2) 


” ’ 


29 | 59 | 145/40 Angina pectoris ; aortic incompetence ; 


syphilitic aortitis. 


ELECTROCARDIOGRAM, 


Character of the T wave before and 


& 8 after nitrite administration. 2 
=z Before— After— S 
=¢ as = 
5a z 
rP2 Lead Lead Lead Lead Lead Lead — 
= ie II. Ii. Re Il. I. ” 

0 -- —- or + - + + ... 

diph. 
0 - - Diph. | Less — ~ Diph. 2 
0 - — } - ~ + 1 
Left. _ - + Less — | Less - + 2 
»» - _ + — Less + 3 
- - + Less - + 2 
” - _ + 1 
o» or + = + + 1 
diph. 
0 Flat. Flat. Flat. Flat. oa Flat. 3 
ADMINISTRATION IN SEVEN CASES IN GROUP II 

Left. ~ + + ~ + + { 
»» - + + + + + 2 
Sl. left. _ ~_ Flat. - — Flat. 2 
Left. - + + : - 2 


ADMINISTRATION IN FOUR CASES IN GROUP III 


TABLE IV.—SUMMARISING RESULTS OF NITRITE ADMINISTRATION IN THREE CASES IN GROUP IV 


30 | 56 | 145/85 Angina pectoris. 


31 | 59 | 135/90 
32 | 68 | 120/80 
| 
* Old terminology. 


” ” 


Angina pectoris ; auricular fibrillation. 


+ =upright. - 


Left. : Flat. -- + Flat. _ 2 
- + ' _ + Sl. Flat. 1 
more 
Sl. left. + > - + + - 2 
inverted. Diph, =diphasic. SL. =slight. 


NotTe.—The negative results in the nine cases forming the supplementary series have not been tabulated. 


he was able to produce inversion of the T wave 
by cooling the apex of the heart in the experimental 
animal by the application of pledgets of cotton-wool 
soaked in iced-water, or with ethyl chloride. Wilson 
and Finch (1923) described conspicuous changes in 
the T wave in man after drinking 600 c.cm. of iced- 
water. These changes consisted of a decrease in the 
height of the T wave in lead II. and inversion in 
lead III. ; the T wave in lead I. remained unaltered. 

There is now ample evidence to show that nitrite 
increases the blood-supply to the myocardium in 
experimental animals (Loeb (1904), Cow (1911), 
Schloss (1913), Voegtlin and Macht (1913), Morawitz 
and Zahn (1914), Guggenheimer and Fisher (1927), 
Bodo (1928), and Haiisler (1929)). As this effect has 
proved universal in the many species in which it has 
been determined, it probably also applies to man. 
Smith (1921) found that nitroglycerine diminished 
the area of cyanosis appearing in the heart wall 
beyond the point of ligature of a coronary artery 
in 5 out of 15 dogs, and concluded that in these 


instances collateral circulation had become established 
and that this had been increased by the action of the 
drug. © 

In the light of these observations the changes 
produced in the deformed T wave by administration 
of nitrite appears to be closely associated with an 
increased coronary blood flow relieving ischemia of 
the myocardium. 

Although alteration in the inverted T wave occurred 
in only 11 out of 23 cases in our series, we do not 
consider that failure to obtain an elevation in the 
T wave is evidence against the explanation we have 
suggested, seeing that it is not always possible to 
obtain inversion of the T wave from ligation of the 
coronary arteries in experimental animals (Smith, 
1920), and that such changes may appear and 
disappear within two minutes (Wood and Wolferth, 
1931). Clearly a specific change in the T wave, 
either after coronary ligation or in the reverse direction 
after administration of nitrite, cannot be predicted 
invariably, possibly because the efficiency of the 
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coronary circulation cannot be estimated. Moreover, 


our findings confirm the view that inversion of the 
T wave in the electrocardiogram of patients with 
angina is largely the result of ischemia of the 
myocardium. 

Summary 


The effects of nitrite on the inverted T wave of 
the electrocardiogram were studied in 23 patients. 
Nine patients with upright T wave were also tested 
for comparison. 

Amy] nitrite (5 minims) (0-3 mil.) was inhaled, 
and trinitrin (gr. 1/100 to 1/12) (0-0006 to 0-005 g.) 
was given as a tablet and chewed. 

The cases were placed in four groups according to 
the combination of leads which showed inversion of 
the T wave; thus in Group I. it was inverted in 
leads I. and II., in Group II. it was inverted in lead I. 
only, in Group III. it was inverted in leads II. and III., 
and in Group IV. it was inverted in lead III. only. 
The deformed T wave was raised by the drug in seven 
out of nine cases in Group I., in two out of seven cases 
in Group II., in one out of four cases in Group III., 
and in one out of three cases in Group IV. None of 
the patients with upright T wave studied in a 
supplementary series showed any significant changes. 

Inversion of the T wave has received such prom- 
inence and is so important in relation to coronary 
disease and myocardial changes that we consider 
that its modification, which we have seen produced 
by nitrite, may contribute to the elucidation of T wave 
inversion. It is surprising that a change hitherto 
reckoned as a prolonged one should vanish in a 
moment with nitrite. An increased blood-supply 
in the periphery of the affected portion of myocardium 
can account for the correction of a deformed T wave 
which must therefore not be regarded as an irreversible 
abnormality. We believe that elevation of the 
inverted T wave by nitrite in patients with angina is 
determined by the relief of myocardial ischemia, and 
further observations may show that the fixed T wave 
and the one elevated by nitrite bear a different 
significance, and that this may prove to be a measure 
of the efficiency of the collateral circulation around 
a damaged portion of heart muscle. 


We are indebted to our chief, Dr. John Parkinson, 
for his interest and help. 
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BELGRAVE HOoOsPITAL FOR CHILDREN.—Last year 
2194 children were admitted, and 12,280 made 56,142 
out-patient attendances; all these figures were somewhat 
smaller than in 1931. Income exceeded expenditure by 
£397, the first time that there has been a credit balance 
since the hospital was enlarged in 1926; during that 
period a deficit of £10,000 has been accumulated. * 
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In recent years intensified interest has been aroused 
in the autonomic nervous system, and much work has 
been done along both structural and experimental 
lines. Most of this work has served to produce ideas 
of increasing complexity. The work of Kiss, however, 
is an exception, for his widespread morphological 
investigations in man and animals have led him to 
conclude that ‘there is no morphological foundation 
for the supposition of a cranial parasympathetic 
system.” + He regards the cranial parasympathetic 
of literature as part of the cranial sympathetic, and 
holds that the ganglia of this cranial sympathetic are 
in the same relation to the cranial nerves as the ganglia 
of the sympathetic cords are to the spinal nerves, and 
that the cranial ganglia, like those of the ganglionated 
cords, are linked together through interganglionic 
fibres. Further (and this recalls Langley’s teaching) 
he regards sympathetic function as purely effective 
(motor or secretory); he recognises no valid distine- 
tion between sensory cells as found in posterior root 
ganglia and as found in sympathetic ganglia mixed 
with true sympathetic (efferent) cells. ‘ Para- 
sympathetic’? phenomena are regarded by Kiss as 
merely examples of negative sympathetic action.* 

A fundamental point in the work of Kiss is his 
division of the cells of all ganglia—cranial, spinal, 
and sympathetic—into two types, made specially 
evident by his own method of prolonged osmic acid 
treatment of material previously fixed in formalin. 
The type 1 cell, which he calls sensory, is then seen as 
a round, pale, and generally larger cell; the type 2 
cell, which he calls sympathetic, is very darkly 
stained, small, and multipolar. The two types are 
found singly, or mixed together in different proportions, 
in the various ganglia; the composition of similar 
ganglia may vary in different species of animals. 

In the present paper we are concerned only with an 
additional method of demonstrating these two types 
of ganglion cells; we offer no observations upon the 
functional significance of the two types. 

During the course of an investigation of the nerve 
elements related to the specialised conducting system 
of the mammalian heart, we have developed a modifi- 
eation of Ranson’s silver nitrate technique which 
involves preliminary formalin fixation in place of the 
aleohol fixation of Ranson. Using this method, we 
noted that some of the nerve-cells in the heart were 
darkly stained, in sharp contrast to others which were 
pale. Other heart specimens were therefore prepared 
by the osmic acid method of Kiss, and in these were 
seen both types of nerve-cells as described by Kiss 
for the various ganglia. We then prepared sections 
of some spinal, cranial, and sympathetic ganglia by 
our modified silver nitrate method, and again these 
two types of nerve-cells were clearly demonstrable. 
Prof. Kiss himself was kind enough to examine our 
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silver nitrate material, and agreed that the differen- 

tiation there seen corresponded to that revealed 

by his osmie acid method. 
In well-differentiated 


technique, as with the osmic acid method, the 
dark cells were generally so deeply impregnated 


that little could be made out under the microscope 
of the structure of the cytoplasm; in some of 
these cells it was just possible to observe that the 
cytoplasm was apparently coarsely granular. The 
pale cells showed a very finely stippled appearance. 
Figs. I. and III. (on Plate) are photographs, taken on 
panchromatic plates, of the two types of cells, which 
reproduce fairly accurately the tonal distinction as 
seen under the microscope. It will be observed that 
it is practically impossible to make out any definite 
structure in the dark cells. As the dark brown 
coloration of the silver nitrate specimens seemed 
likely to be pervious to infra-red rays, we next 
photographed the sections using infra-red sensitive 
plates (with the appropriate filters) (Figs. II. 
and IV.). The contrast in tone of the two types of 
nerve-cells is now seen to be considerably diminished, 
and the cytoplasm of the dark cells presents a rather 
coarse reticular appearance. Enlargements made 
from the infra-red negatives strengthen the impression 
of a reticular rather than a granular structure. In 
osmie acid preparations the use of infra-red plates 
did not further elucidate the nature of the stained 
structure in the dark cells; the “‘ black” colour of 
the osmic specimens does not transmit the infra-red 
rays as does the dark brown colour of the silver 
preparations. 

What is the nature of the stainable elements in the 
nerve-cells shown up by the osmic acid and silver 
nitrate methods? Bacsich,*? a colleague of Kiss, has 
recently shown that the osmic acid reaction of Kiss 
rests on the lipoid content of the cells, and concludes 
that the dark cells combine with more osmium than 
the pale cells by virtue of their greater lipoid content. 
Bacsich endeavoured also to find an alternative 
method of staining the two types of nerve-cells, and 
finally succeeded with a modification of Nissl’s 
method, using toluidin blue on material fixed in 
formalin. By this method he obtained a picture 
exactly comparable to that produced with the osmic 
acid technique, a fine powdery granulation in the 
pale cells, a much denser and coarser granulation in the 
dark cells. The two pictures were so comparable that 
he believed that the two methods made visible an 
identical granular structure which included a lipoidal 
component stained by the osmic acid and a protein 
component stained by the toluidin blue. It is 
interesting to note that Bacsich, in his search for an 
alternative method of differentiation, first tried 
silver impregnation, but unsuccessfully. But he 
maintains that the formalin fixation used both in his 
own toluidin blue method and in the osmic acid method 
of Kiss plays an active part in the successful differen- 
tiation of the dark and pale cells then obtained. Our 
success with silver impregnation may also depend on 
the preliminary formalin fixation which, for other 
reasons altogether, we had come to employ. It is 
very unlikely that the cell structure revealed by the 
silver impregnation is the same as that stained with 
osmic acid or toluidin blue. In view of the effects 
obtained in the silver treatment of nerve-fibres, it is 
probable that the cell structure revealed in our silver 
nitrate preparations is mainly of neurofibrillary 
nature, and, as already mentioned, in the infra-red 
pictures there is the impression of a reticulum rather 
than a granularity in the substance stained, at any 
rate in the dark cells. That it may not be entirely 
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EPITUBERCULOSIS [May 27, 1933 
neurofibrillary is shown by the fact that slight intra- 
nuclear impregnation also occurs, as is seen in the 
accompanying photographs. If it is a neurofibrillary 
network which is revealed, the distinction between the 
two types of cells as shown with the silver nitrate 
method may be related to the corresponding differen- 
tiation by osmic acid or toluidin blue in this way, that 
in the dark cells in each case the coarser protein-lipoid 
granules occupy the meshes of a coarser neurofibrillary 


network, the silver nitrate method revealing the 
network and the osmic acid or toluidin blue the 
granules; the silver picture, as it were, is a 


‘negative ’’ image of the other. In the pale cells, on 
the other hand, the protein-lipoidal material appears 
to be present in much less amount and in much finer 
granules, consequently the neurofibrillary network 
may be conceived to have much finer strands and 
smaller meshes; this finer cytoplasmic texture is 
exhibited, by all the methods referred to, only as a 
uniformly fine stippling. ssf 

We are indebted to Carl Zeiss (London) Ltd. for the 
loan of the infra-red filters used in this work, and to Mr. 
Chivers, of that firm, for helpful technical advice. The 
histological sections were prepared by our technical assistant, 


Mr. E. J. Weston, to whom also we wish to express our 
thanks. 
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In 1920-1921 Eliasberg and Neuland !? described 
a series of cases of a condition of the lungs occurring 
in children with a very definite clinical picture, and for 
this condition they suggested the term epituberculosis. 
Since then other authors, Goldberg and Gasul, 
Rothman,‘ Gravinghoff,® Spence,® Gorter and Lynac,’ 
Langer,® and others have described similar cases 
under the same title. 

The history, symptomatology, radiological appear- 
ances, and course of the condition are very character- 
istic in all the cases described. As a rule the child 
is young and may be ailing, but is not usually ill 
Fever is absent more often than not, or, if present, 
is slight in degree, ‘and an unproductive cough is 
usually present. The sputum, if obtainable, or the 
feces contains no tubercle bacilli. The Mantoux 
or Pirquet test is mostly positive and has been so in 
all our cases. 

There is marked impairment of the percussion 
note usually over the upper lobe, and in this area 


there is increased resonance and bronchial breath 
sounds. Adventitious sounds are usually absent. 
Slight retraction of the chest may sometimes be 


noted, though it is difficult to be sure of this in 
children. These signs remain for weeks or months 
without any deterioration of health and then they 
gradually disappear, this recovery being a constant 
feature.. The radiological picture is as constant and 
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typical as the physical signs. On radiography the 
area involved shows as a homogeneous shadow which 
reaches from the hilus to the parietal pleura, the 
upper border extending to the apex whilst the lower 
has a clear-cut margin which, in our cases and in the 
great majority of the skiagrams of cases of the authors 
mentioned above, would appear to coincide with the 
interlobar pleura. Further, the clear-cut lower margin 
of the shadow has usually a slight concavity upwards. 

All the above-mentioned authors have supported 
Eliasberg and Neuland’s original suggestion that the 
pathological lesion responsible for the condition was 
a non-specific (gelatinous) pneumonia (an allergic 
condition) occurring in a young patient who had other 
evidence of a tuberculous infection. They all agree 
that there is evidence of a glandular enlargement being 
present at the time of the lesion, but do not apparently 
consider the possibility of the glands being the cause 
of the condition rather than the effect of it. 

Prosoroff * however describes a typical case in 
which he suggests that the pathological lesion was a 
collapsed lobe, or part of a lobe, the collapse following 
obstruction of the bronchus due to an enlarged 
bronchial gland, and he bases his deduction on the 
following points: (1) That the condition affected 
a whole or a definite part of a lobe, and that the 
physical signs suggested an atelectasis of a lobe. 
(2) That the same radiological picture was produced 
by bronchial obstruction due to neoplasm. (3) That 
the age-group in which the disease occurs is the one 
in which hilus glandular involvement is commonest. 
(4) That the course of the disease, the complete 
disappearance of the signs and radiological appear- 
ances after persisting for weeks or months, suggest 
that an atelectatic area had opened up rather than 
that a process in the lung had resolved. 

These cases seldom come to autopsy and it seemed 
as though the true cause of the lesion might remain 
in obscurity. The following case, which we have 
recently had under observation, appears to throw 
some fresh light on the subject. 


A CASE-RECORD 


A. B., aged 14. Van boy. On admission on Dec. 12th, 
1932, complained that though he now felt well, for the 
previous three months he had felt seedy with slight loss 
of weight and appetite. 
in bed by his doctor’s orders. He had had a spasmodic 
cough without sputum and had sweated for the last three 
nights. Paternal aunt and grandmother had died of tuber- 
culosis, but he had had no direct contact with tuberculosis. 

Examination.—A bright, clear-complexioned, healthy- 
looking boy with no evidence of tubercular disease else- 
where. Temperature normal. Pulse 80-90. Slight impair- 
ment of movement at right apex. Percussion note markedly 
impaired. Breath sounds bronchial with no adventitious 
sounds. On one occasion a well-marked “ asthmatoid 
wheeze ”’ (described as occurring in bronchial obstruction by 
Chevalier Jackson) was heard. Radiography showed the 
typical picture—a homogeneous shadow with sharp lower 
margin and a gland evident at the root. (Fig. I on Plate.) 
There was no sputum. Tubercle bacilli not present in feces. 
Mantoux + +. 

Bronchoscopic Examination (Dec. 17th).—Mucous mem- 
brane of trachea normal; slight deflection of carina. In 
the right main bronchus at the lower margin of the opening 
of the right upper lobe bronchus a tumour was seen pressing 
into the lumen of the upper lobe bronchus. The tumour 
was mainly covered with normal mucous membrane, but 
parts contained blackish pigment. A piece of the tumour 
was taken for section, and a small quantity of greyish-black 
detritus which was found in the bottle attached to the 
suction pump was sent to the pathological department for 
examination. 

Pathologist’s Report.—The fragments consist mainly of 
tuberculous granulation tissue, including typical giant cells, 
and a small amount of lymphatic tissue is present. 

Four days later X ray examination showed that the apex was 
clear, the lung having re-expanded in this area. (Fig. II.) 
Two weeks later radiography showed that occlusion had 
again occurred. (Fig. III.) Three weeks later apex again 
clear as in Fig. II. 
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It is to be noted that Fig. Il. shows the upper branches of 
the right upper lobe bronchus to be clear, whilst the lower 
are still obstructed. Fig. II]. shows that the upper branches 
are again obstructed, but the lower margin is higher than it 
was in the original picture. 

No ill-effect occurred after bronchoscopy ; the boy was in 
hospital 12 weeks and on discharge to the convalescent home 
had gained 8 Ib. in weight. 

In two autopsies recorded in the literature 
enlarged glands were found, but in the one case, 
Eliasberg’s, the autopsy was obtained some time 
after the epituberculosis had cleared up, the patient 
having died of some other condition. In the case of 
Goldberg and Gasul caseous glands were found which 
had ulcerated through the bronchus, but apparently 
the possibility of these glands having caused a collapse 
of the lobe was not considered. Other cases in which 
a condition of epituberculosis has occurred after the 
injection of tuberculin can be as well explained by 
a reaction in a tuberculous gland causing pressure, 
as that they were due to an allergic response to tuber- 
culin. In our case there can be no possible doubt 
that the gland which we saw, and part of which we 
removed, was causing an atelectasis of the upper lobe, 
for after this procedure the atelectasis disappeared 
in part of the lobe as did also the homogeneous 
shadow in the skiagram. 

It must be remembered that in this condition it is 
the radiological picture which is said to be character- 
istic and that nearly all the illustrations in the 
literature of the subject show the typical appearance, 
but, as Prosoroff has pointed out, this same picture 
can be produced by a neoplasm blocking the bronchus 
and is in fact the characteristic picture of an atelec- 


tasis. Excluding foreign bodies, the most likely 
cause of atelectasis in a child would be bronchial 


gland enlargement. 

From a consideration of these points we have formed 
the opinion that there is insufficient evidence to show 
that the so-called epituberculosis is a pathological 
entity, but that it is only a manifestation of enlarge- 
ment of the root glands which may in certain cases 
cause pressure, bronchial obstruction, and atelectasis. 
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EXTRAPLEURAL PLOMBAGE 


By Bernarp Hupson, M.D. Cams., M.R.C.P. Lonp. 
MEDICAL SUPERINTENDENT OF THE VICTORIA BRITISH 
SANATORIUM, DAVOS-PLATZ 
AND 
Dr. F. HAEBERLIN 
MEDICAL SUPERINTENDENT OF THE ZURICH CANTONAL 
SANATORIUM, DAVOS-CLAVADEL 
(WITH ILLUSTRATIONS ON SPECIAL PLATE) 


Tue following remarks are based on observations 
of 50 cases, the technique described is that carried 
out in Davos at the Ziirich Cantonal Sanatorium and 
the Victoria British Sanatorium. 

There are several methods which have as their 
object the closing of cavities in tuberculosis of the 
lungs. These include: (1) artificial pneumothorax, 
in which the fleld of success has been greatly enlarged 
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and developed by the modern methods of adhesion- 
cutting ; (2) thoracoplasty, complete or partial; and 
(3) phrenicectomy (or phrenic evulsion), a small 
intervention, which frequently has a beneficial effect 
in causing contraction and healing of apical cavities. 
In suitable cases we have also (4) the procedure known 
as extrapleural plombage, and this operation, inaugu- 
rated by Baer, affords a very useful means of collapsing 
a cavity where pneumothorax or phrenicectomy have 
failed and where thoracoplasty is not advisable. 
Some years ago it used to be performed quite often, 
but it fell into disrepute mainly for two reasons— 
namely, wrong indications and erroneous technique. 

Formerly the plombage operation was often pro- 
posed when the condition of the patient was really 
too bad to warrant an extrapleural thoracoplasty. 
This is quite wrong ; plombage causes a local collapse 
only. The typical cases for this operation are 
therefore those with local affections at the apex, 
of a fibrocavernous type. Even if the disease is 
bilateral the operation may be done with safety. 








LEGENDS TO ILLUSTRATIONS ON SPECIAL PLATE 
PROF. BLAIR AND DR. DAVIES 


Fie. I.—Nerve-cells from wall of right auricle of heart of 
cow. Panchromatic plate. (x 700.) 

Fia. II.—Same cells as Fig. I. Infra-red plate. ( x 700.) 

Fie. Ill.—Nerve-cells from ganglion nodosum of vagus 
of cat. Panchromatic plate. (x 900.) 

Fie. IV.—Same cells as Fig. III. Infra-red plate. (x 900.) 


In all figures the specimens were treated the modified 
silver nitrate method after formalin +o a 


DRS. MORLOCK AND PINCHIN 


I.—Radi showing characteristic homogeneous 
shadow, with sharp lower border, due to obstruction 
of the right upper lobe bronchus. A lymph gland 
is seen near the root of the lung. 

Fic. II.—Radiogram taken four days after bronchoscopy. 
The lung has re-expanded and the apex is clear, though 
the lower branches of the right upper bronchus are 
still obstructed. 

Fic. III.—Two weeks later. Occlusion has again taken 

renege ome lower margin of the shadow is higher 


Fic. 








The cases therefore which are most suitable for 
plombage are those where the tuberculous process 1s 
more or less localised and circumscribed, and the 
= health still good, and where a severe inter- 
erence, such as thoracoplasty, is not warranted, 
considering the risks which are involved by this big 
operation. The cavities suitable for extrapleural 
plombage should not be too large—not larger than 
a small apple. It should also be remembered that 
the object is not to collapse the cavity mechanically 
by actual compression, but rather to cause its collapse 
by ae its own natural tendency to retract. 
In other words, the extrapleural space obtained by 
the operation should not be filled quite full of paraffin 
—certainly not fuller than is absolutely n 

to separate the lung from the ribs. No undue effort 
should be made to fill every part of the space caused 
by this separation, and it should only be packed quite 
loosely, because it will probably fill up later with 
an exudate of blood and serum. This question of 
loose packing is very important, and with this 
technique we have never experienced any trouble in 
the 50 cases of which we have personal experience. 
There has never been any suppuration, perforation 
of the lung, or elimination of the plug, and very seldom 
has there been any reaction, such as rise of tempera- 
ture, after the operation. Plombage has involyed 





none of the risk to life which is involved in any 
extensive intervention. 

The actual technique may be shortly described ag 
follows. A posterior incision is necessary, if a complete 
apicolysis is to be obtained, for with an anterior 
incision it is much more difficult to detach the apex 
properly. The incision then is an oblique one over 
the third rib, following the direction of the muscle. 
fibres of the trapezius. The third rib is resected for 
about one and a half inches, in order to permit of 
the. easy introduction of the finger. With the index. 
finger the lung is now cautiously peeled out of the 
thoracic wall. It is very important to find the best 
layer of cleavage, the greatest success being obtained 
as a rule by following the third rib laterally. It ig 
of the utmost importance that the apex should be 
completely freed, also towards the mediastinum, 
Then, when the apicolysis is complete, the apex of 
the lung will have fallen down, and have formed a 
horizontal floor on which the plug willlie. The cavity 
should be dried as free from blood as possible, in order 
to eliminate oozing, before the plug is inserted. The 
extrapleural cavity should then be loosely packed 
with as little paraffin as possible, in the form of 
small “sa »” just enough being introduced so 
as to prevent the lung from re-expanding. The 
plugs of paraffin should be pressed gently against the 
ribs, but never against the lung surface. It is of 
great importance to avoid any pressure on the lung 
wall. In the 50 operations which we have observed, 
we have never used more than 150 g. of paraffin, 
even for the largest plombage. The secret of success 
is to create a perfect apicolysis ; the paraffin then has 
no other function but that of maintaining the collapse 
obtained. The wound is closed with layers of catgut, 
and the skin with a silk suture. Naturally the 
operation should be done with the most stringent 
aseptic precautions, the admission of the slightest 
infection being a very probable cause of complete 
failure. 

ILLUSTRATIVE CASES 


The following are examples (1) of a simple case 
with a small cavity, done in one stage, and (2) a 
difficult case with a much larger cavity done in two 
stages. 

CasE 1.—Female, aged 36. Probable commencement of 
the tuberculosis occurred in winter 1931-32 with bronchitis. 
Sputum T.B. positive. Patient entered the sanatorium on 

ov. 12th, 1932. Examination and radiography disclosed 
an apical tuberculosis of the right lung, with small cavernisa- 
tion. T.B. +. Elastic fibres +. Temperature normal. 
Sedimentation of erythrocytes 8mm. Diagnosis: circum- 
scribed tuberculosis of a fibrocavernous type, with but 
little activity. Evidence of old pleurisy. 

Extrapleural ——_- was ormed on Jan. 3rd, 1933, 
and easy apicolysis was obtained. About 120 g. paraffin 
was used. After the o tion cough and sputum 
rapidly lessened and from the commencement of February 
was a 

CasE 2.—Female, aged 23. The clinical commencement of 
tuberculosis was in the winter of 1930-31. The patient 
underwent a climatic cure for one year, which, in spite 
of the performance of a phrenic nerve evulsion, brought 
no real benefit. She entered the sanatorium on July 19th, 
1932. The lung status at that time is sufficiently described 
by the radiogram (Fig. I. on Plate). The general condition 
was Vv poor, temperature normal, sputum T.B.+, and 
elastic fibres + ; the larynx showed a tuberculous infiltra- 
tion of the posterior wall. Diagnosis : e cavity —— 
nearly the whole of the left upper lobe,which has considerably 
shrunk A vy evulsion), some small foci (probably inactive) 
at the t apex. Laryngitis of tuberculous nature. 

As the auscultation revealed the tion of the cavity 
to be with certainty in front, reac the lower border 
of the second rib, the plombage operation was first pet 
formed from the front. The lung was freed quite C 
but the wall of the underlying cavity proved to be so 
that the utmost care had to be exercised. e an 
operation therefore did not suceeed in detaching the apex 
completely, so the plombage was only applied very cautiously 
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and gently. X ray examination disclosed afterwards that 
the cavity was still adherent at the apex posteriorly. There- 
fore a second operation had to be und en from behind 
weeks later), and was then successful ih ape mean | 
ing the apex. As a result the whole cavity collapsed 
downwards, and in two months time was radiographically 
dosed. (Fig. II. shows the condition six months later.) 
The patient is now clinically cured and has no cough or 
sputum, the general health. also being much improved. 


After both operations, which were well tolerated, there 


was a one-day rise of temperature to 101° F.; three days 
later there was no fever. 


SUMMARY 

1. Indication.—The typical indication for extra- 
pleural plombage is a local cavity, not too large, at 
the apex of the lung, of a fibrocavernous type. 

2. Freeing of the apex.—lIt is of the highest import- 
ance that the apex is completely freed, so that the 
lung with the cavity falls down making a floor for 
the plug. 

3. Incision.—The operation is best performed by a 
posterior incision ; it is practically impossible to free 
the lung completely with an anterior one. Where 
the cavity is a large one, it may be necessary to 
commence the operation anteriorly, and to complete 
it posteriorly at a later date. 

4. Insertion of the war.—The extrapleural space 
obtained must not be packed too tightly with wax ; it 
should be only loosely filled with small “ sausages ” 
of this material, which should be packed against the 
ribs and not against the lung. 

If these conditions are observed, the risk of per- 
foration, suppuration, extrusion of the plug, &c., are 
reduced to a minimum. 





RHEUMATIC LESIONS IN LYMPH NODES 
By A. D. Fraser, B.Sc., M.B. Grase. 


PATHOLOGIST TO THE BRISTOL ROYAL INFIRMARY 
(WITH ILLUSTRATIONS ON SPECIAL PLATE) 





THERE have been few histological studies of the 
lymph nodes in acute rheumatism. 

Shaw, who examined the lymphoid tissues of 
a girl aged 15 dying of acute rheumatism with chorea, 
found that the germinal centres of the lymph follicles 
were absent or inconspicuous and that plasma cells 
were numerous. I have reported * a case of acute 
theumatism with rheumatic lesions in the deep 
cervical lymph nodes, associated with similar but 
more extensive lesions in the tissues of the throat. 
There was, furthermore, a generalised simple cervical 
lymphadenitis, the principal features of which were 
marked proliferation of all endothelial cells, increase 
in the number of plasma cells, and plasma and 
polynuclear cell infiltration of the connective tissue 
stroma. Klinge,* in his investigation of rheumatic 
fever cases, found that the lymph nodes showed a 

nic sinus catarrh with appearance in the sinuses 
of large mononuclear cells resembling plasma cells. 
The lymph nodes in patients dying during an acute 
attack showed also marked red blood-cell phagocytosis 
and some fibrinoid degeneration of the reticulum 
fibres. In one case Klinge observed in the capsule 
and fibrous trabecule of the lymph nodes cellular 
collections which had some resemblance to rheumatic 
gtanulomata. ; 

This report deals with the changes observed in the 

nchial and cardiac groups of lymph nodes in 
three cases of acute rheumatism. 


CASE NOTES 
Casr 1.—Female, aged 20. Admitted to hospital in an 
acutely ill condition with swollen painful joints and pain 
in the chest. History of an attack of acute rheumatic 





fever two years before. Temperature 102-4° F. on admis- 
sion, then ing each day from 98-6° F. in the morning 
to 101° F. in the evening. Pulse-rate remained almost 
constant at 120. Respiration-rate varied between 40 and 
48. There was dullness and bronchial breathing at the 
back on both sides of the chest well up to the apex. A 
diagnosis of pneumonia was made. Death took place on 
the eleventh day after admission. Some days before death 
about 120 c.cm. of blood-stained fluid was withdrawn from 
the pericardial sac. A fibrin clot formed in this fluid soon 
after. The cell count was: oN 72 per cent., 
lymphocytes 21 per cent., endothelials 7 per cent. 
Post-mortem examination revealed a typical acute rheu- 
matic pericarditis and endocarditis of the mitral and aortic 
valves. The heart was enlarged, and on microscopic 
examination of the myocardium many Aschoff nodules 
were found. There was a little blood-stained fluid in each 
leural sac. Both lungs were markedly congested and 
eavy, also the lower lobes had a rather solid feel. There 
were small groups of subpleural punctate hemorrhages 
scattered here and there over both lungs. On the pleural 
surface of both lower lobes there was a thin, somewhat 
rugose, fibrinous exudate. The consistency of these lobes 
was like solid india-rubber. The cut surface exuded blood, 
and was smooth in appearance. The general colour was a 
purplish-red, but here and there a few greyish areas were 
seen. The surface was not uniformly solid in appearance, 











LEGENDS TO ILLUSTRATIONS ON SPECIAL PLATE 
DRS. HUDSON AND HAEBERLIN 


Fic. L—Radiogram showing la: cavity comprising most 
of the left upper lobe, which has considerably shrunk 
following phrenic evulsion, and some small foci at right 
apex. 

Fie, II1.—The condition six months after the extrapleural 
plombage operation. 

DR. FRASER 

Fic. I.—Cortical sinus of a cardiac lymph node crowded 
with proliferated endothelial cells. (x 315.) 

Fia..I1I.—Rheumatic lesion in the capsule of a cardiac lymph 
node. (x 315.) 

Fic. IlI.—Perivascular rheumatic lesion in the trabecular 
tissue of a cardiac lymph node. (x 315.) 

Fic. IV.—Rheumatic lesion in the areolar tissue in the 
neighbourhood of a bronchial lymph node, showing 
basophile giant and multinucleated connective tissue 
cells, with plasma cells, lymphocytes, and polynuclears 
at the periphery. (xX 315.) 








owing to the presence of aerated portions in places. Small 
pieces cut from the solid areas just floated when placed in 
water. The liver and kidneys showed marked ——— 
matous degeneration, and the spleen was double the normal 
size. The cut surface of the spleen showed acute congestion, 
but there was no softening of the pulp. Cultures made 
from the surface of the freshly cut lung were sterile. Aschoff 
nodules were found in the connective tissue framework 
of the lungs, together with a form of pneumonia which has 
been fully described elsewhere.‘ “ 

The lymph nodes of the bronchial and cardiac groups were 
enlarged. On section the surface was pink and showed 
patchy carbon pigmentation. Sometimes, especially in the 
cardiac group, carbon Laer was absent or confined 
to a segment of the node. 

CasE 2.—Female, aged 8. Admitted with joint pains 
and heart disease, and died six weeks later. History of 
rheumatism since the age of 4. The chief complaint had 
always been pain in the muscles and joints of the arms and 
legs, but during the last six months there had been frequent 
attacks of abdominal pain. 

Post-mortem examination.—Hypertrophied dilated heart 
with fatty degeneration—thrust breast—of the myocardium. 
Rheumatic pericarditis, myocarditis—Aschoff nodules 
numerous—and endocarditis of the mitral, tricuspid, and 
aortic valves. There was a fair amount of yellow fluid in 
the peritoneal and pleural cavities, and chronic venous 
congestion of all viscera. The lungs showed no evidence of 
pneumonia. 

The bronchial and cardiac lymph nodes were large and 
swollen in Ms po On section the pulp of these nodes 
was co and firm. Carbon pigmentation was not a 
marked feature. 

CasE 3.—Female, aged 27. Admitted to hospital in an 
acutely ill condition with pericarditis and cedema of the 
ankles and feet. Death took place 24 hours later. Eighteen 
weeks previous to admission 9 patient had a severe quinsy 

x 
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from which she never quite recovered, and six weeks after 
the onset of the quinsy her condition was diagnosed as 
acute rheumatic fever. She was confined to bed and 
became eeray worse. There was no previous history 


of rheuma: \. 
P examination.—Large dilated heart with 
rheumatic pericarditis, myocarditis, and endocarditis of the 


mitral and aortic valves and wall of the left auricle. There 
was much clear yellow fluid in the peritoneal and both 
pleural sacs. The lungs and liver showed chronic venous 
congestion. The spleen was double the normal size, and the 
cut surface showed a firm a pulp. There was 
cloudy swelling only of the kidneys. 

The bronchial and cardiac lymph nodes were large, 
congested, and firm. 


HISTOLOGICAL EXAMINATION OF THE LYMPH NODES 


The superior mediastinal or cardiac lymph nodes 
which lie in front of the lower end of the trachea, 
along the upper aspect of the aortic arch and along 
the right and left innominate veins, and the bronchial 
lymph nodes which lie at the root of the lung, along 
the right and left bronchus and in the angle between 
the. trachea and bronchi, were selected for histo- 
logical examination. Practically all these nodes 
were investigated, mostly by serial section, and in 
the general description which follows the differences 
seen in each of the cases are noted. 

In all the cardiac lymph nodes there was marked 
congestion, most commonly of venous type, as 
evidenced by the numerous veins and capillaries 
distended with red blood-cells. Hemorrhage into 
the lymph sinuses was frequent, but not invariably 
present. Sometimes, and especially in Case 1, 
many of the veins both within and in the neighbouring 
tissues outside the nodes were thrombosed, being 
filled with a coagulum of fibrin and polynuclear 
cells adherent to the intimal surface. Lymphoid 
cells were quite numerous, but the lymphoid follicles 
and strands were not prominent, except for an 
occasional cortical follicle more densely crowded with 
cells and less broken up by congestion than its 
neighbours. Germinal centres were seldom seen, but 
small scattered groups of endothelial cells were usually 
found lying between the follicle cells. In addition 
te this increase in the reticulum endothelial cells 
there was marked hyperplasia of all endothelial cells. 
The lymph sinuses were packed with proliferated 
endothelial cells, mostly with large vesicular nuclei 
and often multinucleated—as many as five nuclei 
being sometimes seen in one cell (Fig. I. on Plate). 
A few of these cells had a dense solid nucleus and 
appeared like large plasma cells. 

The content of the lymph sinuses varied a good 
deal even in thé same node. Sometimes only 
endothelial cells were present, but frequently there 
‘was a varying number of plasma cells, lymphocytes, 
and polynuclears. Occasionally polynuclears or 
lymphocytes or both were numerous. Fibrinous 
exudate was seen but seldom, and was usually found 
lying between proliferated endothelial cells. These 
endothelial cells rarely showed any degenerative 
changes. Phagocytosis of leucocytes or red blood- 
cells was a prominent feature in some of the nodes, 
but in others was rarely seen. The amount of blood 
or carbon pigment in the cells varied, but as a rule 
was scanty. Very occasionally a small necrotic 
area was observed, in the shape of a sinus full of 
nuclear fragments and degenerated endothelial cells 
and leucocytes. 

Proliferation of the vascular endothelium was 
common, especially in the nodes from Case 1, where 
obliteration of the vascular lumen had frequently 
been produced. In this same case adventitial fibrosis 
was also much more pronounced. In the fibrous 
framework of the nodes evidence of increased prolifera- 


tion of the stroma cells was denoted by the yreat 
number of nuclei present. Leucocytic infiltration 
of the capsule and trabeculae was commonly seen 
and frequently, especially in the vicinity of vessels, 
there were small cellular collections composed of 
a few endothelial cells, many plasma cells and 
lymphocytes, and some polynuclears. 

Rheumatic lesions were found in the capsule and 
fibrous trabecule of many of these nodes, the most 
common site being at the junction of the capsule and 
surrounding tissue (Fig. II.). In Case 1, where the lesions 
were seen in almost every node examined, similar 
lesions were found scattéred throughout the surround- 
ing areolar tissue. In Case 2 there were five nodes, 
and in Case 3 there were only three nodes with 
theumatic lesions which were never found beyond 


‘the near neighbourhood of the capsular tissue. 


In all cases the lesions were constantly observed 
in a node larger than its fellows, which was situated 
in the right half of the space between the lower 
end of the trachea and the arch of the aorta. These 
rheumatic lesions were similar to the characteristic 
Aschoff nodule as seen in the connective tissue of 
the myocardium. There was necrosis of collagen 
fibres and proliferation of connective tissue cells, 
which were large, basophilic, and sometimes multi- 
nucleated. Occasionally no other cells were seen, 
but usually around the periphery there were plasma 
cells, lymphocytes, and polynuclears in varying 
numbers. The lesions were more commonly found 
in the vicinity of lymph vessels and small arteries 
and veins, the walls of which showed varying degrees 
of necrosis (Fig. III.). The endothelial cells of the 
lymph sinuses nearest to the rheumatic lesions usually 
showed the most marked proliferation, but occasionally 
such sinuses were full of red blood-cells only. 

The bronchial lymph nodes exhibited the same 
hyperplastic type of inflammation as those of the 
cardiac group. In Cases 2 and 3 no accompanying 
rheumatic lesions were found, but in Case 1 the 
lesions were numerous, both in the connective tissue 
framework of the node and in the surrounding tissue, 
while endothelial proliferation and leucocytic infiltra- 
tion of the fibrous stroma were also a more marked 
feature (Fig. IV.). The rheumatic lesions were found 
not only in the nodes at the root of the lungs and 
around the bronchi, but they were also seen in the 
capsular and pericapsular tissues of the smaller intra- 
pulmonary nodes. No evidence of tuberculosis was 
found in these lymph nodes, nor was it possible by the 
usual staining methods to demonstrate the presence 
of any known form of micro-organism. 


SUMMARY AND CONCLUSION 


In three cases of acute rheumatism with rheumatic 
carditis specific lesions of the Aschoff nodule type 
have been found in some of the hyperplastic lymph 
nodes in the superior mediastinum. In one case with 
rheumatic pneumonia as well, similar lesions were 
found in many of the bronchial lymph nodes. The 
lesions were situated in the connective tissue frame- 
work of the lymph nodes, and sometimes also in the 
surrounding areolar tissue. They were especially 
numerous in the outer layers of the capsule. 

The characteristic changes in.these nodes were: 
congestion and hemorrhage, endothelial cell prolifera- 
tion, and leucocytic infiltration of the fibrous stroma. 
This inflammatory reaction was most marked when 
specific lesions were present. 

The presence of specific rheumatic lesions in the 
regional lymph nodes draining o which are 
already affected by the disease provides further 
evidence that the virus of acute rheumatism cal 
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pase from infected tissues into the blood stream by 
way of the lymph channels. 


I am indebted to my colleagues on the staff of the 
Bristol Royal Infirmary for the clinical histories of 
the cases. 
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AGRANULOCYTIC ANGINA 
ITS TREATMENT WITH PENTOSE NUCLEOTIDE 
WITH REPORT OF A CASE 
By Ernest Butmer, M.D., M.R.C.P. Epm., 
M.R.C.P. Lonp. 


ASSISTANT PHYSICIAN TO THE GENERAL HOSPITAL, BIRMINGHAM 





Schultz } in 1922 described the condition of agranu- 
locytic angina, and an extensive literature has grown 
up; the outlook on this peculiar blood response has 
been widened, and recent therapeutic work has 
brightened the prognosis. 

Two types of the disease are encountered: true 
agranulocytic angina, for which no cause can be 
found, and malignant neutropenia in which a failure 
of the polymorphonuclear leucocytes (granulocytes) 
is secondary to an obvious acute infection. 

Agranmulocytic Angina.—To follow Jackson? this 
term is used to cover those cases in which, without 
known etiology, there is an extreme lowering of the 
leucocyte count and the granulocytes may be 
banished from the circulation. Commonest in 
middle-aged women, the condition is usually acute 
with ulcerative lesions in the mouth or other mucous 
membranes; these may become gangrenous, but 
their presence is not invariable. Whilst usually 
fatal, there is a form in which slow, spontaneous 
recovery takes place with later, perhaps fatal, 
recurrence. 

The wxtiology is obscure; in a few cases a low 
leucocyte count has preceded the illness, but such 
information is usually lacking; experimentally 
Fried and Dameshek* produced a comparable 
condition in rabbits by the injection of overwhelming 
doses of Salmonella suipestifer; Conner‘ suggests 
three mechanisms for the response—defective granu- 
locyte formation, excessive destruction, or improper 
distribution or delivery of these cells into the circu- 
lation—the first being the most likely. It is probable 
that the disease is due to an unknown infection 
producing neutropenia, and there are analogies with 
glandular fever from both the clinical and hemato- 
logical points of view ; I have studied one case which 
started as a fairly typical glandular fever to end 
fatally as a fulminating agranulocytosis. A second 
theory ascribes the disease to a primary failure of 
granulocyte production—a partial marrow aplasia— 
so that the removal of the body’s cellular defence 
allows the invasion of the orificial mucose# by their 
normal bacterial flora. 

Malignant Neutropenia.—Not inaptly this term 
covers cases of agranulocytosis following a definite 
septic process such as pneumonia or pan sinusitis, 
and routine blood counts have shown the not infre- 
quent occurrence of minor grades of the condition. 


PROGNOSIS 


Whatever the type—primary agranulocytosis or 
maliznant neutropenia—the prognosis has been 


uniformly bad. Table I., quoted from Doan,® was 
compiled in 1932 from various sources. 








TABLE I 
Mortality 

Treatment. Cases. Deaths (percentage). 
Untreated .. .. ..| Many.| — 90 or over. 
Miscellaneous .. .. 178 133 74 
Arsphenamine .. .. 33 24 72 
Blood transfusion .. 53 | 34 64 
Irradiation.. .. .. | 64 34 | 53 
Nucleotide... .. ..| 44 } ae 25 





In addition to the classical type of the primary 
disease there is a group in which spontaneous 
recovery occurs. Harkins * describes four cases and 
quotes 24 others. Certain of them have succumbed 
to later attacks. 

THE NUCLEOTIDE TREATMENT 

Nucleic acid has long been recognised as having 
the property of stimulating leucocytosis, often after 
a preliminary leucopenia. In 1924 Jackson ’ demon- 
strated pentose nucleotides in normal human blood, 
and Doan 5 has suggested that the bone-marrow may 
normally be stimulated by the disintegration pro- 
ducts of leucocytes. There have been occasional 
reports of the use of such products in the treatment 
of agranulocytosis—adenine, guanine, &c. 

In 1931 Jackson and others * reported a marked 
temporary improvement in a case of acute myelo- 
blastic leukemia following the injection of pentose 
nucleotide ; at their instigation a soluble, stable, 
and non-irritant solution of pentose nucleotide was 
prepared under the trade name of K 96, and in 
November, 1931,® they reported their results in 
20 cases. Seven out of 13 cases of agranulocytic 
angina recovered, five cases of malignant neutro- 
penia were treated and all recovered, and the rapidity 
of recovery of two cases of chronic benzol poisoning 
was much hastened. 

In a later paper? the same writers describe their 
further experience, and give the results of a total 
of 69 cases adequately treated ; they exclude patients 
who died within 72 hours of the beginning of treat- 
ment, those in whom treatment was stopped during 
that period, and those in whom recovery occurred 
after a brief period. Of 54 cases of agranulocytic 
angina, 38 recovered and are now well; seven 
recovered, and after a relapse responded again to 
treatment ; two patients who recovered died later 
in fulminating relapses. The average duration of 
the disease before treatment was started was 7-2 days. 

Thirteen cases of malignant neutropenia were 
treated with 11 recoveries. Certain features in the 
response to treatment are noteworthy; there was 
a fairly constant interval of four to five days before 
improvement occurred, and then it was found that 
the temperature fell pari passu with the rise in the 
leucocyte count—no improvement was expected 
during the first few days. In three cases as the white 
count rose pus developed—acute pyelitis, ischiorectal 
abscess, and acute appendicitis; an infection could 
not become purulent in the absence of granulocytes. 

Technique and Reactions.—Jackson recommends 
in acute and urgent cases 0-7 g. of K 96 in 100 c.cm. 
of normal saline intravenously, and 0-7 g. in 10 c.cm. 
of water (one ampoule of the solution) intramuscularly 
daily for four days; then 0-7 g. intramuscularly 
twice daily until the white blood count is normal ; 
thereafter the same dose twice daily for three days. 
In less urgent cases the intramuscular route may be 
used entirely. 

After intravenous injections, even though given 
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very slowly, severe reactions may occur—acute 
distress, precordial pain, dyspnea; these occur 
seldom after intramuscular injections. Reactions 
may be minimised by a preliminary injection of 
atropine. 
CASE RECORDS 

Mrs. A., aged 27 years. The patient had had no previous 
illnesses of note, and was in her usual good health until 
Feb. 3rd, 1933. On this day she noticed some pain in her 
gums; this increased on the following day, and there was 
some pain in the glands below the mandible. She did not 
go to bed nor feel ill, but on the night of the 4th—5th the 
pain became most severe in the gums, and she could not 
sleep. I saw her on the afternoon of the 5th in consultation 
with Dr. F. E. Gould, of Aston. The patiert looked ill, 
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her temperature was 101° F.; the gums of the upper jaw 
were hyperemic, and the interdental papille swollen. 
There was not any ulceration of the mouth, but in the 
neck and axille there was a diffuse adenitis; the spleen 
was impalpable. A leucocyte count was 3000 per c.mm., 
and blood was taken for a film examination. 

On this night sleep was impossible because of pain in 
the gums, and a feeling of acute malaise; the following 
morning she looked very ill; the gums were swollen and 
bleeding, and the mouth had the odour encountered in 
acute leukemia from superficial ulceration. The blood 
film taken the previous day showed only 0-4 per cent. of 
granulocytes—an absolute count of 16 per c.mm., and a 
diagnosis of agranulocytic angina was made—grs. 6 of 


TABLE III 


Date. 
1933. 


Date. Gran. per 


Gran. per 
1933. e.mm. 


c.mm. 


Treatment. | 





12 Nil. 
61 Sod. nucl., grs. 6 
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3,228 mt iv. 
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4,000 »» % 
6,064 . ” ” 
7,688 o *” 
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April 11 








gran.= granulocytes. iv.=intravenously ; 
im.= intramuscularly. 


sodium nucleinate was given intramuscularly. She was 
admitted to the private wards of the General Hospital, and 
Messrs. Philip Harris and Co. were asked to obtain a supply 
of K 96 at once. Through their courtesy and that of Messrs. 
Martindale, of London, this arrived within six hours. 

She was seen in the evening in consultation with Prof. 
J. G. Emanuel and Prof. L. G. Parsons, who concurred in 
the diagnosis and in the advisability of treatment with 
K 96. An intravenous injection of 0-7 g. was given, and 
the following day it was obvious that the precipitate 
deterioration in the patient’s condition had not only been 
arrested, but that an improvement had set in—the gum 
changes were less marked, the temperature had gees. 
she felt better, and the blood count had improved. he 
spleen was now palpable. 


Treatment was continued with K 96, and the further 
progress was uneventful, although unpleasant reactions 
occurred after each injection. Details of the treatment 
and the blood counts are given in Tables II. and III. The 
patient was able to go home at the end of three weeks, and 
she remains in good health; the latest blood counts show 
a leucocytosis and a mild secondary anemia improving 
with iron medication. Table II. shows the blood counts 
and differential counts of the white cells expressed in per- 
centages. In Table III. the granulocytes have been 
.expressed in absolute numbers. in each cubic millimetre, 
The normal count is between 4000 and 7500 per c.mm. 


It is not claimed that the recovery was the result 
of this treatment; a study of American records 
suggests that a latent period of a few days between 
the beginning of treatment and the onset of improve- 
ment is a necessary criterion for this assumption. 
In this case an almost immediate response occurred ; 
treatment was- instituted, however, at a very early 
stage. 

It is believed that this is the first case recorded 
in this country of the use of pentose nucleotide in 
agranulocytic angina. 


In conclusion I would express my thanks to Dr. 
W. T. Hillier, clinical pathologist to the General 
Hospital, for carrying out the numerous blood 
counts, and to Prof. Emanuel and Prof. Parsons for 
their valued help. 
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A CASE OF CALCULOUS ANURIA 
By G. T. Coox, M.B. Cams. 


LATE HOUSE SURGEON, UROLOGICAL DEPARTMENT, KING'S 
COLLEGE HOSPITAL 


With a note on the Previous History of the Patient by 
Mr. JOHN EVERIDGE 


CALCULOUS anuria is relatively uncommon, and the 
following case presents some unusual features. 

The patient, a woman aged 50, had suffered from 
renal calculi for many years, during which time she 
had frequently passed small stones down her left 
ureter. Pyonephrosis developed in the left kidney, 
secondary to a renal calculus, and in February, 
1932, the kidney was removed by Mr. John Everidge. 
At that time the patient was known to have a small 
stone in the right kidney (Fig. 1) (see Mr. Everidge’s 
note, appended). The patient made a satisfactory 
recovery from her nephrectomy and passed no more 
stones, nor suffered from any further attacks of pain 
until the end of September, 1932. 

On Sept. 28th the patient had an attack of right 
renal colic, the pain commencing in the loin and 
radiating down to the groin and the right leg. She 
remained in bed, but did not take a very serious view 
of her condition, having frequently suffered from left 
renal colic in the past. The attack was not accompanied 
by any obvious hematuria. The pain continued 
on and off for several days, and on Oct. Ist vomiting 
began. She was observed by her relations to be 
passing into a drowsy state, and during the 24 hours 
before her admission only 1 oz. of urine was passed. 
This contained a large amount of pus and albumm. 
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She was admitted to King’s College Hospital on the 
afternoon of Oct. 2nd looking very ill and complaining 
of severe pain on the right side of the abdomen. 


FIG. 1.—Radiogram taken before left nephrectomy in March, 
1932, showing a large shadow in left renal region, and a very 
small one in the right. 


Condition on admission.—Her temperature was 102°F., 
her pulse-rate 84, and her respiration-rate 32. She was 
sallow, very drowsy, and vomited frequently; her tongue 
was covered by a blanket of dirty brown fur. 

Her abdomen was a little distended and definitely tender 
and rigid on the right side, especially in the upper half. 
Palpation was difficult, but a tender lump, dull to percussion, 
could be felt in the region of the right kidney, though 
there was no obvious swelling filling the right loin 
posteriorly. On vaginal examination tenderness was found 
in the right lateral fornix, but no lump could be determined. 
A catheter was passed, but no urine withdrawn. The 
patient was radiographed soon after admission. The 
right kidney was seen to be much enlarged. Nostone shadow 
was seen in the kidney, but a shadow suggestive of a calculus 
Ene in the position of the lower end of the right 
ureter. 

Operation.—In view of the poor general condition of the 
patient, it was decided that drainage of the right kidney 
was the only possible treatment. A pint of saline and 
5 per cent. glucose was given intravenously, and later on 
the same evening the right kidney was explored by Mr. 
Everidge under gas-and-oxygen anesthesia. The kidney, 
which was enlarged and soft, was transfixed by a trocar 
and cannula until the distended pelvis was reached. On 
withdrawing the trocar, 2 oz. of offensive purulent urine 
under tension gushed out. A Malacot tube, stretched on 
a stilette, was passed through the cannula and the cannula 
was withdrawn. The superficial wound was loosely sutured. 
No bleeding took place from the kidney tissue either at the 
operation or subsequently, this method of drainage serving 
to effect hemostatic pressure on the renal substance. 

Condition after operation.—On the morning following the 
operation the patient was still in a very serious condition, 
although her temperature fell to 99°F. Her blood-urea 
on that day was 106 mg. per 100 c.cm., and a blood count 
showed 4-60 million red corpuscles per c.mm., 64 per cent. 
of hemoglobin, and a colour-index of 0-6. Leucocytes 
numbered 7-8 thousand per c.mm., with 72 per cent. of 
polymorphonuclears. During that day the patient was given 
four pints of fluid orally, rectally, and intravenously, but only 
4 oz. drained from the kidney. Injections of caffeine 
and sodium salicylate were started, and during the following 
24 hours 9 oz. were obtained by drainage. On Oct. 5th, 
however, only 1 oz. of urine was obtained, so a further pint 
of saline and 5 per cent. glucose, containing 1 g. of urea, 
Was given intravenously. 

For the first few days after the operation the patient 
Was very uremic and almost comatose. Vomiting c , 
but she had three rigors and several attacks of severe 
dyspnea, which lasted several hours. She was also worried 
by persistent hiccup. Towards the end of the first week the 

idney commenced secreting and the bowels began acting 
more regularly, but it was found difficult to obtain much 
elimination of toxins by way of the skin. On Oct. 6th 
her blood-urea rose to 276 mg. per 100 c.cm., and a week 
later had risen still further to 380 mg. The corresponding 
urea percentages in the urine on those two occasions were 
1-06 and 1-31 respectively. 

During the second week the patient took fluids rather 
better by the mouth and was also given eight pints of saline 
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with 5 per cent. glucose by the rectal and subcutaneous 
routes. Venesection was performed, but it was thought 
advisable to remove only 5 oz. because of the risk of edema 
from the large amount of fluid the patient was absorbing. 
Her blood-urea on Oct. 13th had fallen to 204mg. per 
100 c.cm., and on Oct. 17th, a fortnight after the operation, 
it was further reduced to 102 mg. The urea percentage of 
the urine on Oct. 14th was 1-22. 

Further progress.—The patient’s general condition now 
began to show considerable improvement. She felt and 
looked much better, hiccup had ceased, and she was no longer 
drowsy. Her appetite was improving and her tongue, 
although still slightly furred, was moist. On Oct. 18th 
belladonna was started, m15 of the tincture being given 
daily, in an attempt to relieve ureteric spasm and assist 
the passage of the stone. On the 19th the patient passed 
35 oz. of urine naturally (the first since her admission to 
hospital), and on the following day she had a slight attack 
of renal colic and soon after passed a small stone. 

On Oct. 23rd a further radiogram was taken and the 
shadow previously seen in the position of the lower end of the 
right ureter was found to have disappeared. The self- 
retaining catheter was removed from the kidney the same 
day, and in a few days the sinus had closed and the patient 
was passing all her urine naturally and without difficulty. 
The general condition also continued to improve markedly, 
and on Nov. 5th she was discharged perfectly fit and well, 
having been in hospital a little over a month. Her blood- 
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urea continued to fall, being 60 mg. per 100 c.cm. on 
Oct. 24th, 53 mg. on Oct. 29th, and 46 mg. on Nov. 5th, 
when she was discharged. The urea reentage of the 
urine was 0-64 on Oct. 29th and 0-37 on Nov. 5th. 

A B. coli infection of the urine existed all the time, 
although only a few pus cells were present when the patient 
was discharged. A urea-concentration test carried out 
just before the patient left hospital showed impairment of 
renal function. The patient was given 100 c.cm. of water 
to drink containing 15g. of urea, and specimens of urine 
were collected at hourly intervals for the next three hours, 
with the following result :— Urea Urine 

percentage. c.cm, 
our 0-50 _ 87 
- om O87... « 91 
3rd, 1-00 oe 98 


DISCUSSION 
Calculous anuria is most frequently found between 


the ages of 40 and 60, and may be caused by a variety 
of conditions. It may appear when a stone blocks 


Urea concentration { 4st, 
at end of 2 








the ureter of one functional kidney, reflex suppression 
of urine from the other kidney being brought about 
by the uretero-renal reflex. In these cases the 
second kidney is nearly always diseased in some way. 
Anuria may also arise by a calculus blocking the 
ureter of the only functioning kidney. The second 
kidney may be absent (as in the case here reported) 
or completely destroyed by disease. Out of 43 cases 
of calculous anuria described by Donnadieu,! 6 
occurred in patients with only one kidney. Finally, 
calculous anuria may appear when the ureters of 
both functioning kidneys are simultaneously blocked 
by calculi (12 out of 43 cases, Donnadieu). 

Writing of the symptomatology of this condition, 
Thomson-Walker* describes a period of tolerance 
and a period of intoxication. The period of tolerance 
usually lasts five or six days, during which the 
patient feels quite well and carries on his ordinary 
life. Towards the end of that time he becomes sleepy 
and irritable, digestive disturbances usually appear, 
and the period of intoxication sets in. The patient 
is heavy and drowsy, vomiting becomes frequent and 
exhausting, and the bowels are constipated. In 
untreated cases, death sometimes occurs suddenly 
without uremic symptoms, but usually takes place 
on the second or third day after the period of 
intoxication has commenced. 

The mortality of unoperated cases is given as 71 per 
cent. by Legneu* and 67 per cent. by Donnadieu. 
Every case of calculous anuria should be operated 
on as soon as possible. According to Huck,‘ if the 
operation is performed before the fourth day, the 
mortality is 25 per cent., before the fifth day about 
31 per cent., and before the seventh day 42 per cent. 
Nephrotomy is the operation of choice. It can be 
done in a few minutes, and speed is the most important 
factor in the majority of these cases. Pyelotomy 
and ureterotomy have been done, but it is generally 
considered safer to drain the kidney first and leave 
the removal of the stone until a later date. 


CONCLUSION 


The case here reported shows the following 
interesting features :— 

1. Short period of tolerance-—Only three days 
elapsed between the onset of renal colic and the 
presence of toxemia. Presumably the stone did 
not reach and block the ureter immediately, for 
anuria occurred the same day as the toxic symptoms 
became prominent, which reduces the period of 
tolerance to a few hours. This short period is 
probably explained by the fact that the kidney, 
already damaged by the long-continued presence 
of a stone and of infection, had little reserve function- 
ing tissue to call upon. 

2. Method of renal drainage.—Draining the kidney 
by means of a trocar and cannula and a self-retaining 
catheter is unusual. It was chosen as it was thought 
that the risk of hemorrhage and leakage would be 
less, the tube being tightly gripped by the kidney. 
The method worked admirably, and there was no 
bemorrhage and very little leakage round the tube. 

3. Passage of-the calculus.—This was an unexpected, 
but most satisfactory, method of disposing of the 
stone, for which credit must certainly be given to 
the belladonna. It is surely strong evidence that 
belladonna and its allied drugs do exert an anti- 
spasmodic effect on the ureter. 

4. Variations in the blood-urea.—Fig. 2 is of interest 
in showing the continued rise of the blood-urea 
for a week following nephrotomy, the high level it 
reached, and the rapidity with which it returned to 
normal, Comparison of the urea content of the 
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blood and of the urine during the patient's four 
weeks in hospital is also of interest. 


I should like to express my thanks to Mr. Everidge 
for permission to publish this case and for helpful 
criticism and advice. He has also kindly supplied 
the following note on the past history of the patient, 


NOTE ON PREVIOUS HISTORY OF PATIENT 
(BY MR. JOHN EVERIDGE) 


When I first saw this patient in February, 1932, 
she gave a history of having had two stones removed 
from the left kidney in 1910. Two years later she 
apparently passed more stones down the left ureter 
and continued to do so for the succeeding seven 
years, at the end of which period the process ceased. 
In 1927 an abscess from the left kidney poinied in 
the left loin, and for the next four years stones and 
pus escaped from the sinus, which continued to 
discharge up to the time of consulting me. A radio. 
logical examination revealed a large shadow in the 
left renal region, and a minute one in the right; 
the latter shadow was far lateral to the normal 
position of the renal pelvis, and was regarded as being 
due to a silent stone in a calyx. 

Abdominal examination revealed a fixed mass in 
the left loin lying beneath a lumbar incisional scar 
and scars due to abscesses. The right kidney was 
not palpable. Chromo-cystoscopy revealed mild 
cystitis and feebly-stained effluxes from the right 
ureter orifice, but none from the léft. The right 
ureter was catheterised easily and a specimen of 
urine collected. The passage of a catheter up the 
left ureter was prevented by stenosis at the lower end. 
The right kidney urine contained no pus, its urea 
percentage was 1-75, and B. coli were found on direct 
examination and culturally. The bladder urine 
contained much pus. 

Left nephrectomy was performed on March th, 
1932. The operation was exceedingly difficult, for 
the kidney was a mass of fibrous tissue blended with 
the fibrosis of the tissues surrounding it. On all 
sides its separation could only be achieved by cutting 
through what were presumed to be the limits of the 
kidney. An anxious convalescence ensued, but the 
eventual recovery was good. Excellent health was 
enjoyed. until the sudden onset of the right-sided 
colic, which was the prologue to the anuria. 
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IN PRAISE OF JEJUNOSTOMY 


By Harotp Hartrey, M.D. Lonp., F.R.C.S. Ene. 


CONSULTING SURGEON, NORTH STAFFORDSHIRE ROYAL INFIRMARY; 
SENIOR SURGEON, BURSLEM AND TUNSTALL HOSPITAL 





THERE seems to be ignorance, even in high places, 
of what jejunostomy can achieve. In recent years 
I have employed it in every case of chronic gastric 
ulcer when medical treatment has failed. Four cases 
of extensive ulcer at various parts of the lesser curva- 
ture present features of interest. 

1.—Potter’s printer, aged 32, had had epigastric pain with 
vomiting for five years. In February, 1927, on abdomin 
section an ulcer with a crater larger than a sixpenny-bit 
was found on the lesser curvature of the stomach, near the 
pylorus, adherent to the liver, falciform ligament, and 
anterior abdominal wall. The appendix was swollen towanis 
the tip and of a yellowish-brown colour. (Pathological 
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report: ‘“‘ Carcinoid: Schmidt-Giacci cells well seen.’’) 
nome fey 4 was done, and all a rapidly dis- 
appeared. In September, 1927, the ray report was: 


“Some irregularity at pylorus; no delay in emptying ; 
function seems good.”” At operation the ulcer was found 
to be healed. The jejunal stoma was closed and terior 
gastro-jejunostomy done. At the present time—i.e., over 
six years later—he is on full work and has no symptoms. 
He says he can eat and“digest anything. 


2.—Joiner, aged 47, had indigestion for four years 
with rapid loss of — No hematemesis. X ray report : 
“A large barium-filled pouch was seen high up on the lesser 
curvature, very tender, and seemed adherent. Suggested 
malignancy.”’ At operation, Oct. 2nd, 1931, a large adherent 
ulcer was found at the cardiac end of stomach; it was 
not considered malignant. “ Jejunostomy was done. The 
appendix also was removed. Patient is now at work on a 
generous diet, and has gained weight. He is ‘‘quite satisfied.” 


3.—Steel worker, aged 41, had indigestion for years with 
vomiting and loss of weight. X ray report: ‘‘ Gastric ulcer 
on lesser curvature about half-way up and slightly towards 
posterior wall; tender but apparently not adherent pos- 
teriorly ; rate of emptying normal.” At operation on 
Dec. 4th, 1931, the X ray findings were confirmed. Jeju- 
nostomy and removal of appendix. At the present time is 
at work on a generous diet; has gained weight. Reports 
himself ‘‘ quite satisfied.” 


4.—Mould maker, aged 51, had severe hematemesis four 
years ago. Epigastric pain half an hour after meals. Has lost 
a stone in the last 
18 months; no 
vomiting. X ray 
report: ‘ e 
crater with ‘ fluid 
level’ very high 
up on lesser cur- 
vature, above the 
level of the tips 
of the ribs.” (See 
Figure.) At 
operation on 
August 28th, 1932, jejunostomy was done, the appendix 
was removed, and a “ Lane’s kink” which was axially 
rotating the last few inches of the ileum was rectified. 
Two months later X ray report: ‘‘ Crater hardly visible.’ 
Three months after operation: ‘‘No crater; stomach 
poor po in six hours.” He went home feeling quite well 
and resumed his work. Remained at work until middle of 
March, 1933, when he developed general furunculosis and 
gastric symptoms. X ray showed a crater, not so large as 

fore. On April 27th posterior gastro-enterostomy was 
done. Is now free from symptoms. 





REMARKS 


If jejunostomy can in so short a time, as in Case 4, 
cause a crater to disappear from an X ray film and 
remove all symptoms it surely demands careful 
attention. While we remain in the dark about the 
cause of peptic ulcer, I would suggest a trial of jejunos- 
tomy for chronic gastric ulcer which resists medical 
treatment, and for perforated peptic ulcer, in preference 
to gastro-jejunostomy if either be considered necessary, 
as it is simpler and quicker. Cases like 2and 4, in which 
the ulcer was at the cardiac end, are beyond the 
reach of any form of gastrectomy. In ulcers lower 
down along the lesser curvature the results of gastro- 
jejunostomy, with or without excision, are not so 
good as for duodenal ulcer. Excision of the ulcer is 
difficult, deforming, interferes with normal peristalsis, 
and does nothing to treat the (unknown) cause. 
Subtotal gastrectomy is seldom needed in non- 
meas conditions, unless simpler methods have 
ailed. 

After jejunostomy anything which will pass through 
the catheter (No. 14-16 F.) can soon be allowed. 
It is impossible to give complete rest to the stomach, 
and such fluids as water, albumin water, glucose 
solution, barley water, or whey, which will pass 
through without the need of peristalsis, can safely 
be taken. For the first ten days after operation care 
must be taken to prevent the tube being dragged 
out ; after that the patient may remove the catheter, 
flush it through at a tap, and quickly replace it lest 





the valvular fistula close. There should be no 
leakage, and when the tube is finally left out the 
fistula will close in about three days. At first the 
patient may dislike having a nutrient foramen and a 
tube in the abdomen, but soon gets used to it, and is 
grateful for the rapid disappearance of the symptoms 
of ulcer. After three months, if X rays fail to reveal 
any sign of a crater, the food given by mouth is 
gradually increased, the tube being retained as a 
safety measure. When sufficient food is being taken 
by the mouth, without any return of symptoms, the 
tube is discarded. 

Too much reliance should not be placed on the X ray 
findings. If the crater seems to have disappeared 
it may simply be filled up with granulations and not 
epithelialised. In Case 4 relapse occurred which the 
patient attributed to heavy work. He also had severe 
furunculosis. Probably the tube was discontinued too 
soon; X ray examination last month showed a 
crater. In this case gastro-jejunostomy was not 
made more difficult by the previous jejunostomy, 
signs of which were hardly recognisable. He is now 
free from symptoms, and I am waiting to see whether 
the gastro-jejunostomy will act as well and as quickly 
as did the jejunostomy in a much more serious 
condition. 





“NEW INVENTIONS 


AN ABDOMINAL RETRACTOR 


Tuis single retractor has been designed for use in 
operations on the lumbar sympathetic ganglia. It 
consists of a long, broad blade with 
a flat, lower margin rounded at the 
edges, and attached to a shaft at 
right angles. The handle of the 
retractor makes an angle of 10° 
from the vertical at its attachment 
to the shaft, and is faceted for the 
reception of the thumb. This 
angulation is an advantage. When 
the handle is held vertically, the 


















lower margin of the retractor is 
inclined outwards, thus exposing 
the more deeply lying structures 
with the minimum amount of 
pressure on the overlying coils 
of bowel. At the same time, the 
hands of the assistant are well 
away from the wound, and not 
above it, as they would be 
were the handle attached at 
right angles. 

The instrument has been made 
for me by Messrs. Down Bros., 
Ltd., St. Thomas’s-street, London, 
8.E. 

R. Brooxg, M.S., F.R.C.S. 














HospiTtaL FoR Sick CHILDREN.—The Prince of 
Wales has lent the gardens of Marlborough House on 
Wednesday, June 28th, for a children’s party in aid of the 
reconstruction fund of the Hospital for Sick Children, 
Great Ormond-street. 
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MEDICAL | 


TUBERCULOSIS ASSOCIATION 


At a meeting of this association held in London 
on May 19th, the president, Dr. JANE WALKER, 
being in the chair, a discussion on the 


Misapplication of Artificial Pneumothorax 


in the treatment of pulmonary tuberculosis was 
opened by Dr. F. R. G. Hear. His object was, he 
said, to discover whether artificial pneumothorax 
treatment was being misused, and the causes which 
might lead to misuse, with a view to avoiding them 
in the future. The two opposite views currently 
held for and against the early institution of artificial 
pneumothorax probably arose from different theories 
regarding tuberculosis activity, one party looking 
upon it as due to an increase in the sensitiveness of 
the body towards the infection, and therefore bound 
up in the complex problems of immunity and allergic 
reactions, and the other regarding the disease as a 
breakdown of the resistance of the body due to a 
reinfection at the site of the lesion, thereby causing 
a toxemia, the importance of which was secondary 
in comparison with the importance of changes in the 
lesion itself. In other words, in one view the disease 
was looked on as affecting the whole body, and in the 
other attention was focused on the local lesion 
originating the trouble. 


OPPOSING VIEWS 


Clinical results could be and had been brought 
forward to support both these views. Dr. Heaf 
thought he was probably not alone in feeling that 
there was a certain amount of misuse of A.P. treat- 
ment both clinically and administratively : clinically 
by faulty selection of cases and inattention to detail 
both in technique and in examination of the patient ; 
and administratively owing to the vast increase in 
clinical work that had taken place in all tuberculosis 
institutions during recent years, without a corre- 
sponding increase in staff. With regard to technique, 
the ease with which the needle was introduced into 
the pleural cavity caused many people to forget 
the serious nature of the interference ; while familiarity 
and the need for rapid work led to neglect of minor 
details during the operation, or, more important 
still, insufficient examination of the patient before 
or after the refill, The beginner was too apt to 
regard the treatment as merely a matter of putting 
air into the pleural cavity, not observing whether 
the collapse was actually compressing the lesion, 
or only pushing the mediastinum over, or only 
compressing healthy lung. The optimum degree of 
collapse was an important subject which could only 
be learnt by practical experience under the guidance 
of an authority, and for these reasons it was undesir- 
able that refills should be undertaken by the general 
practitioner unless he had been specially trained in 
the work. Misuse of collapse therapy was bound to 
occur if the work was done by the inexperienced, 
or if the institutional or dispensary medical officer 
was too much overworked to be able to give the 
necessary individual attention. 

Incorrect selection of cases was a more direct cause 
of the misapplication of artificial pneumothorax. 
Many tuberculosis specialists approached a case of 
phthisis with the fixed question in their minds: 
“Can I induce a pneumothorax in that case?” They 
had been told by successive authorities to begin 
collapse therapy at earlier and earlier stages of the 
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disease, until it almost seemed that some day some- 
body would advocate collapsing the lung to prevent 
the onset of tuberculosis. But it was a well-known 
fact that artificial pneumothorax treatment was not 
without its dangers: every A.P.-case was a potential 
tuberculous empyema, or a dense obliterative fibrosis 
from effusions might lead to a distorted and bron- 
chiectatic lung with uncollapsed cavities. A patient 
should not unnecessarily be exposed to these danyers, 
and the first question they should ask themselves 
ought to be, not “Can A.P. be induced in this 
patient?” but rather “‘Can this patient recover 
without any form of interference?” The results of 
treatment in pre-artificial pneumothorax days were 
hardly less good than in these days, particularly in 
negative and early positive cases. _ One of the reasons 
for the present over-indulgence in A.P. treatment 
was that they were basing their selection of cases 
too much on the interpretation of the radiograph, 
without giving sufficient consideration to the patient’s 
general condition. Another bad habit was to ignore 
the evidence that could be got by screening the 
patient. The photograph could give no information 
about chest movements and very little about the 
aeration of opaque areas—two very valuable and 
important factors in the decision as to the suitability 
of the lung for collapse therapy. Another point 
connected with the misuse of collapse therapy was 
the neglect of the use of an auxiliary treatment 
in the slightly bilateral case. If the presence of a 
small lesion in the better lung was known it must either 
be watched for several months by frequent examina- 
tions and serial X rays to make sure that it was 
quiescent, or else sanocrysin should be given for a 
prolonged period in conjunction with collapse therapy. 
The observance of absolute rest was even more 
important, although it was often sadly neglected. 
There were, said Dr. Heaf, certain types in which 
A.P. treatment was unnecessary and sometimes 
harmful, such as the young adult with negative 
sputum and with a unilateral lesion shown in the 
radiograph. Such a case, especially if there was no 
evidence of cavitation, usually responded well to 
routine treatment, and even if a small excavation 
were present nothing further might be needed. A 
large unilateral lesion and persistently negative 
sputum suggested bronchiectasis rather than tuber- 
culosis, and A.P. should certainly not be given. A 
young adult showing a slight early infiltration without 
cavitation, a good general condition, and ambulant 
afebrile, would also generally respond to routine 
treatment, but should this not be so and the sputum 
remained positive after three months, A.P. treatment 
should be considered. A third type would be the 
positive case of a man in middle life having a slight 
fresh infiltration superimposed upon an old fibroid 
condition. This type had a good natural immunity 
to the disease and responded well to routine treat- 
ment. A fourth type was the patient with a very 
small lesion in the better lung, and indications of a 
low resistance to the infection, either as shown 
by the bad family history, or by a poor blood picture 
(low S.R., high monocyte and low lymphocyte count, 
absence of eosinophils). Such patients if treated by 
A.P. immediately developed an extension of the 
small focus in the good lung. After three months 
in bed, if the blood picture had improved and the 
small lesion had not progressed, A.P. could generally 
be induced safely, sanocrysin being given as well. 
In definitely bilateral cases a selective collapse was 
nearly always beneficial, provided it compressed the 
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most active lesion and the patient had a good or 
moderately good resistance. Misapplication of A.P. 
treatment could interfere with the natural processes 
of healing and reduce the possibility of the patient 
building up a natural resistance and an immunity 
which would tend to protect him against relapses. 
All these and other considerations should make them 
realise that A.P. treatment must not be given indis- 
criminately ; it was a magnificent weapon, but it 
must be used cautiously, having due regard to its 
limitations and dangers. 


THE EARLY CASE 


Dr. W. E. Luoyp said that the time was opportune 
to ask themselves, from their experience of collapse 
therapy, which cases had improved because of it, 
and which cases would have perhaps done better 
without it. His remarks that evening would apply 
only to the misapplication of artificial pneumothorax 
in the early case. The chief factor upon which the 
successful treatment of pulmonary tuberculosis 
depended was early diagnosis. In the majority of 
patients tuberculosis began quietly as a localised 
lesion, and although symptoms of ill-health were 
usually present, it was often later that symptoms 
referable to the respiratory system developed. In the 
early cases physical signs could not be detected with 
any certainty, but the earliest lesion might be visible 
in the chest radiograph. There was much truth 
in the remark that “the early lesion of tuberculosis 
is seen and not heard.” Unfortunately many patients 
did not feel ill enough to consult their doctor when the 
mischief in the lung had already started, and even 
when chest symptoms had developed the absence of 
physical signs was too often taken as evidence of a 
healthy lung. He would define the early case as 
one in which the chest radiograph showed a localised 
area of infiltration not exceeding an inch in diameter, 
as seen in a film taken 6 feet from the patient. In 
this area of infiltration there might or might not be 
evidence of cavitation. Artificial pneumothorax was 
in his opinion not indicated as soon as the case had 
been diagnosed. The first essential for successful 
treatment was to obtain the full coéperation of the 
patient in the measures necessary for adequate 
treatment of this early stage. Dr. Lloyd considered 
that a minimum of two months’ rest in bed was 
necessary, even if there were no signs of toxemia 
present, and many of these cases became afebrile 
after a week or two in bed. No time should be lost 
in starting treatment, and although hospital was the 
best place for carrying this out, the patient should, 
while awaiting accommodation, remain in bed at 
home under the supervision of his doctor. Even if 
evidence of toxemia persisted, expectant treatment 
should be tried before carrying out an artificial 
pneumothorax. Time spent in bed was never time 
lost in the treatment of the early case. Serial radio- 
graphs were the only way to be certain of what was 
taking place in the diseased lung. A second radio- 
graph should be taken at the end of the two months’ 
rest in bed, and a careful comparison of this with 
the previous film should be made. If there was 
evidence that the lesion had progressed in spite of 
test, artificial pneumothorax should be attempted. 
The chances of recovery would not have been lessened 
by the two months’ expectant treatment, and there 
was no definite evidende to prove that by postponing 
the induction, adhesions were more likely to form. 
= knew from post-mortem evidence that many 
patients 
havin;: been treated for the disease ; and if physicians 
Were iucky enough to get an early case—and his 
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had healed tuberculous lesions without 
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remarks applied only to the early case—he did not 
think A.P. should be tried until the patient’s own 
efforts at healing had failed. If these efforts were 
successful the patient was undoubtedly in a happier 
position than one who needed collapse therapy. 


SEVEN CAUSES OF FAILURE 


Dr. C. H. C. Toussarnt said that his remarks 
were largely based on a study of the various causes 
of failure, some of which he would illustrate by slides. 
The subject of the misapplication of artificial pneumo- 
thorax might be divided into seven categories. 


(1) Misapplication by neglect, and insufficient use of 
facilities for A.P. treatment. Early unilateral cases fell, 
in the main, into two classes: initial infiltration (Frih- 
infiltrat) and the pneumonic t with lobar localisation. 
Initial infiltration cases did yield to prolonged sanatorium 
treatment (bed for two years or so) in suitable circumstances, 
but the State could not afford this, and the speaker was 
convinced that among working class patients A.P. was the 
best form of treatment. The pneumonic type of lobar 
localisation, which was far more common than most people 
imagined, would not yield to any form of treatment except 
immediate A.P. 

(2) Misapplication by induction of improper cases: 
(a) insufficient evidence of tuberculosis ; (6) abscess mistaken 
for tuberculosis ; (c) in effusions. 

(3) Misapplication of the induction itself: (a) insufficient 
rest—A.P. must be accompanied by absolute rest in bed at 
the induction, this being maintained till quiescence was 
reached: (b) too long intervals between fills at induction. 

(4) Misapplication of control. X ray control, consisting 
of both screen and film, was essential. A lax mediastinum 
might only be spotted on screen examination; the film 
might show the heart in a normal position, but screen 
examination might well show that during expiration the 
heart moved well over to the other side. Maintenance of 
that condition was a wrong practice, resulting in loss of 
weight, dyspnoea, and possibly an irritable cough. Small 
refills were preferable to large ones, too large fills causing 
displacement of the mediastinum. The periods between 
the fills must be regular and dependent upon X ray control. 

(5) Misapplication of treatment of complications. Effu- 
sions sho not be aspirated unless large and yon | 
embarrassment ; and even then only one aspiration shoul 
be given unless a large effusion rec ere was also, 
he thought, a tendency at the moment for too much surgery. 
A wiser selection of suitable early cases should necessitate 
less recourse to surgical procedures. 

(6) Misapplication of re-expansion. A successful A.P. 
should not be abandoned too early if at all possible to main- 
tain it; nor, on the other hand, should it be maintained 
too long. Three to four years was quite long enough. 

(7) Misa plication from the administration stan 
A waiting Tet for early cases was an abomination. Imme- 
diate admission could best be ensured by utilisation of beds 
in the municipal hospital serving the dispensary area. Too 
much money was being spent on refills. The tuberculosis 
officer should give his own refills and should also be prepared 
to deal with complications if neéessary—e.g., gas replace- 
ments. 


The crux of A.P. work, Dr. Toussaint concluded, 
was the production of suitable cases at the onset 
of the disease. He suggested that insufficient atten- 
tion was being paid in their schemes both to the 
question of early diagnosis and to the attainment of a 
diagnosis within the space of one or two days. 


int. 


DISCUSSION 


Dr. L. 8. T. BuRRELL thought it was necessary to 
define what was meant by an “early” case. If by 
this term was meant a patient who had recently 
been taken ill, with no radiological signs of spread, 
he thought he should be put to bed and given general 
treatment, no artificial pneumothorax being indicated. 
He agreed that artificial pneumothorax for pleural 
effusion was wrong; and also that patients with 
temperature, positive sputum, and crepitations were 
not early cases and were in urgent need of A.P, The 
risks run by being left were enormously greater than 
by having this done. He suggested that instead of 
early cases they should speak of active and inactive 
cases, and he instanced the case of a man with twelve 
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years’ history of pulmonary tuberculosis, whose X ray 
films showed very little change over this period. 
Such patients had resistance ; the more fibrosis they 
had, the less suitable they were for A.P.; and, 
conversely, the less was their resistance and fibrosis 
formation, the more definite was the indication for 
collapse therapy. He thought the pendulum had 
swung too far in the direction of increasing indications 
for A.P., and that pneumothorax treatment was 
abused if it was given in early fibrotic cases. 

Dr. PEeteR Epwarps profoundly disagreed with 
Dr. _Heaf’s statement that A.P. in the majority of 
cases probably did not shorten the period of in-patient 
treatment. In Cheshire it certainly did get people 
more quickly out of the sanatorium. He disagreed 
with Dr. Lloyd that delay did not mean adhesions ; 
he thought it definitely did mean adhesions. Fluid, 
he thought, should be aspirated ; it was not a splint 
for the lung, it had mass and weight, and for its 
harmful mechanical effects it should be removed. 
He thought that Dr. Heaf had over-estimated the 
risks of. pyopneumothorax ; he himself; dealing with 
some 450 cases of A.P. annually, did not see two a 
year. Sanatorium treatment was essential for A.P. 
patients ; they needed constant care, and had to be 
well examined and well under control. Other 
ancillary measures were valuable ; sanocrysin helped 
in bilateral cases, another useful adjunct being phrenic 
evulsion, which tended to prevent adhesions. 

Dr. S. VERE PEARSON urged the necessity for judging 
the cases as a whole, including their mental condition, 
in deciding for or against an artificial pneumothorax ; 
he thought dependence was placed too exclusively 
on X ray films. 

Dr. R, C. WINGFIELD thought that Dr. Lloyd was 
right in deprecating hurry ; they should “ wait and 
see.” If they thought the patient was going to die, 
they could induce artificial pneumothorax; if he 
was going to get well he should be given every chance 
before doing an A.P. Another important practical 
point was the question as to who would carry on the 
refills after the patient left the institution. 

Dr. G. T. Hersert,’ speaking as a tuberculosis 
officer, drew atterition to the difficulty that most 
of the cases had to be started outside London and 
refills carried onin. London. The question of distance 
was always a factor in the case. Three things ought 
to be contrived : (1) the tuberculosis officer ought to 
be consulted before an A.P. was done in a sanatorium 
on one of his patients ; (2) whoever did the induction 
ought to arrange for the refills before the patient was 
discharged—in one-third of the cases coming to 
St. Thomas’s Hospital no pneumothorax was to be 
seen by X rays; (3) the tuberculosis officer should be 
consulted before any drastic form of treatment, such 
as a thoracoplasty, was done on one of his patients. 
He himself avoided recommending sanatorium treat- 
ment if possible, so as to ensure greater continuity 
of treatment. 

Dr. G. JEssEL drew attention to a possible fallacy 
in reading X ray films-: soft rays might show extensive 
disease, hard rays might show the patient completely 
cured. 

Dr. J. E. Woop, referring to Dr. Heaf’s statement 
that he would wait for improvement in the blood 
picture before doing an A.P., said that he thought 
he would have to wait a long time. An A.P. was 
much the quickest way of improving it. Dr. Lloyd, 
in speaking about rest in bed, had said or implied 
that it did not much matter where this rest was 
taken. Dr. Wood thought that it mattered very 
much, ‘and that a patient’s chances of recovery were 
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much greater in healthy country surroundings than in 
town. Even with a completely successful A.P. jt 
was better to have the patient resting for one or even 
two years. 

Dr. P. Exriman thought there were two special 
dangers: the person who never used A.P., and the 
person who invariably used it. Careful discrimination 
was needed after an early and careful diagnosis, 
Many people accepted too rigidily the radiologist’s 
interpretation of a film. Few radiologists even in 
aaa were, he thought, competent to read a chest 

m. 
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SECTION OF NEUROLOGY 


AT a meeting of this section held on May 18th 
the chair was taken by Dr. RIsIEN RUSSELL, the 
president, and a paper by Prof. ETTORE MARcHIAFrava 
(Rome) was read in his absence by Dr. Russell 
Brain. Its title was 


The Degeneration of the Brain in Chronic 
Alcoholism 


The object of the paper was to make known Italian 
work on the cerebral manifestations - characteristic 
of chronic alcoholism. These changes were as 
specific, the author said, as the posterior-column 
changes in tabes. The chief of them was a grey 
degeneration in the medial layers of the corpus 
callosum and anterior commissure. A normal dorsal 
and ventral layer hid the degeneration from above 
and from below. Sometimes the degenerative areas 
were disposed bilaterally about a normal raphé. 
Histologically the tissue was less compact and more 
vascular than the normal, and the minute blood- 
vessels were often tortuous, with hyaline degeneration 
in their walls. In recent cases there were abundant 
granule corpuscles. The neuroglia showed swelling 
of the fibres without evident proliferation. The 
nerves were degenerated and demyelinated. .Many 
axis cylinders persisted, often with irregular swellings. 
Other degenerations might be found, in association 
with these principal ones, in the central part of the 
middle cerebral peduncles and under the cortex 
of the hemispheres, particularly in the fronto-parietal 
and occipital areas. The internal capsule, association 
fibres, and subcortical fibres were not affected. 
The localisation in the commissures was pathog- 
nomonic of chronic alcoholism, and. the change 
seemed to be primary and due to the elective toxic 
action of the alcohol on the nerve-fibres. During 
life the symptoms observed included psychic 
phenomena in the mental, affective, and moral 
fields, dysarthria, tremor, ataxia, motor weakness 
in the limbs, and epileptiform and apoplectiform 
attacks. The psychic symptoms produced by tumour 
of the corpus callosum might closely resemble those 
of dementia paralytic¢a. 


Dr. ApotF MEYER remarked on the difficulty of 
understanding how such a localised picture was 
produced. The change seemed. to be a massive 
one in the midst of definite fibre-mass structures. 
The finding was interesting and provocative. The 
large cells of the central nervous system seemed 
particularly liable to alcoholic poisoning. The changes 
described in the paper might be the counterpart of 
those massive degenerations sometimes found, i 
which one entire tract might be preserved while 
all the rest of a lobe was wiped out. -If the cells 
of origin and the termination were preserved there 
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missural degeneration described seemed to be the 
converse: @ selective sensitivity. 

Sir ROBERT ARMSTRONG-JONES said that the 
opportunities of studying alcoholic dementia were 
yery greatly diminishing. He thought that chronic 
alcoholism was very difficult to define. Loss of 
memory and difficulty in orientation and self-control 
seemed to be the first symptoms. Alcohol was both 
a depressant and a stimulant, depressing the higher 
centres by removing inhibitions, and then stimulating 
the lower centres. He recalled the famous Jane 
Cakebread, who had had 370 convictions for drinking 
offences; her brain had revealed neuronic decay 
with eccentricity of the nucleus. 

Dr. J. G. GREENFIELD questioned whether this 
condition might not be peculiar to drinkers of red 
wine, just as hob-nailed liver did not appear in 
whisky drinkers. It would surely be noticed in 
autopsies, if it occurred, in England and America. 
The symmetry of the change argued against an arterial 
origin. A possible pathogenesis was degeneration 
in the oligo-dendroglia. 

Dr. CARNEGIE Dickson described recent cases of 
Schuyler’s disease in which there had been massive 
degeneration of the corpus callosum. 


Pathological Specimens 


Dr. CARNEGIE DicKsON showed specimens from 
an adenoma of the prostate and a squamous epithe- 
lioma, both attacking the spinal cord. The first 
patient had been only 30 years old; the deformity 
had resembled that of Pott’s disease. Both patients 
had shown the symptoms of a transverse myelitis. 
The origin of the second tumour had not yet been 
traced. 

Dr. GREENFIELD showed some very rare forms 
of tumours of nervous tissue—two oligo-dendro- 
gliomas and a medullo-epithelioma, with very long 
case-histories, and a ganglio-neuroma with a very 
short history. The medullo-epithelioma of the cauda 
equina, after six years’ history, had become rapidly 
malignant, invading the brain. The vessels were 
surrounded by a very thin layer of connective tissue, 
and the section resembled that of papilloma of the 
renal pelvis. The growth was derived from cells 
in the very early stages of neural development, but 
the history showed that malignancy did not depend 
directly on the stage of origin. The two oligo- 
dendrogliomata were in some places very difficult 
to distinguish from sarcoma. Both had had a 
long history and at death the tumours were still 
small, but there had been spread: in the first case 
into the other parts of the cord, and in the second 
from the fourth ventricle into the sub-arachnoid 
space. On the other hand, when slow-growing 
tumours became cystic they might rapidly produce 
symptoms; this principle was illustrated by the 
ganglio-neuroma in a child of 7 who had been ill 
for a few months only before death. 

Dr. D. E. DEnNy-Brown showed sections illustrating 
the pathology of status-marmoratus. The patient 
had died at the age of 14 from broncho-pneumonia, 
having been in hospital since the age of 5. Spasms 
and screaming had been noticed a few weeks after 
birth and he had failed to speak or walk. He had 
had bilateral athetosis and talipes of both feet. 
The condition had remained stationary. The putamen 
showed a white marbled appearance due to a glial 
scar. The pathological significance of the condition 
was obscure. There was little evidence of inflamma- 
tion; the process seemed to have been one of 
overgrowth of glia. 
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‘was @ resistance to mass degeneration. The com- Royar SOCIETY OF TROPICAL MEDICINE 
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At the meeting of this society on May 18th, with 
Dr. G. CARMICHAEL Low, the president, in the chair, 
@ paper on 
Some Peculiarities of Australian Snake Venoms 


was read by Dr. C. H. KEttaway, of the Walter and 
Eliza Hall Institute, Melbourne. He said that among 
the numerous species of venomous snakes in Australia 
there were no vipers, and all the snakes there whose 
bite was seriously dangerous to man were protero- 
glyphous colubride. N. Hamilton Fairley had 
investigated, in 1929, the biting mechanism of the 
common Australian venomous snakes, and dtew 
attention to the gradation they showed in length of 
fang, and in the extent to which the fangs were rotated 
and elevated during biting, as well as in the number 
of maxillary teeth, and in the maxillary and quadrate 
indices. In these respects there was a regular transi- 
tion towards the viperine type, but the venoms did 
not show any similar regular transition, and even 
the venom of the death adder was essentially colubrid. 
All viperine venoms contained thrombins, and caused 
coagulation of the blood when injected intravascularly. 
As a rule, they killed by producing profound peripheral 
circulatory failure. Hmolysins were present, but 
not usually very potent. The venoms also lowered 
the tissue resistance to bacterial invasion. The venoms 
of the tiger snake and the black snake were rich in 
potent thrombins. A peculiarity of the brown snake 
venom was that it was diffusible. In the present year 
H. F. Holden had devised an excellent method of 
removing thrombins from venoms which contained 
them, and without resorting to the perhaps injurious 
effects of heat. By adsorption with very finely divided 
barium carbonate he had prepared samples of dry 
venom of the tiger snake, black snake, and black tiger 
snake freed, in some cases, from more than 99 per cent. 
of their thrombin without great loss of the other 
poisonous constituents of the venoms. The cytolytic 
agents, which in the viperine venoms caused extensive 
hemorrhages, were not strongly represented in the 
Australian venoms. 

In comparing viperine with colubrid venoms one 
must not overlook the great disparity between the 
subcutaneous doses needed to cause death. If large 
doses of Australian venoms were subcutaneously 
injected into small animals, death occurred too 
quickly for hemorrhages and other lesions to take 
place. The Australian venoms did not seem to render 
the tissues any more susceptible than did other 
injurious agents to invasion by pathogenic organisms. 
Hemolysis by the Australian venoms was essentially 
similar to that by other venoms, depending on the 
presence of a lecithinase acting at the lining surface 
of the corpuscle. It was also subject to the same 
ionic influences at this interface as was hemolysis by 
cobra venom. The most striking peculiarity of the 
Australian snake venoms was their highly toxic 
action when injected subcutaneously. Tested in this 
way, the venom of the tiger snake was more potent 
than that of any other terrestrial snake. Because of 
the nature of the symptoms produced and the fact 
that death was preceded by failure of respiration, this 
lethal action had been attributed to the presence of 
neurotoxins. Some of the venoms investigated were 
found to have a curare-like action. By earlier workers 
the paralysis of the movements of respiration caused 
by this curare-like action was not regarded as 
important. A study of the action of Australian snake 
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venoms on the isolated tissues of Australian frogs, 
by Holden and the speaker, showed that all common 
Australian venoms possessed this curarising action, 
but none of them approached in activity the venom 
of the Indian cobra. Elliot, Rogers, and others had 
stressed the fact that the first effect of snake venoms 
was to cause acceleration in the rate and an increase 
in the extent of the respiratory movements. This 
they attributed to a primary stimulant action on the 
central respiratory mechanism. 

Some of the Australian venoms exhibited, when 
injected subcutaneously, a toxicity far in excess of 
the venom of the cobra, though this was the most 
potent of all venoms he and his colleagues had 
examined in respect of its curare-like action. The 
curarising action of the venoms of the copperhead 
snake and the tiger snake could be reversed by 
antivenine. It was important to note that, apart 
from their curarising action, snake venoms exerted 
a direct effect upon skeletal muscle, and some more 
than others. Yet, notwithstanding their action on 
skeletal and plain muscle, the common Australian 
snake venoms had no very striking effect directly on 
the heart muscle itself. On smooth muscle the 
Australian venoms had a wholly peculiar action, 
resembling the anaphylactic response of sensitive 
plain muscle. 

Dr. N. HAMILTON FAIRLEY commented on the fact 
that the pathological lesion in the central nervous 
system described by Kilvington in tiger snake venom, 
and by Lamb and Hunter with cobra venom, could be 
explained on the basis of asphyxia. The fact that the 
curare-like action exerted at the neuromuscular 
junction was reversible by specific antivenine was in 
accordance with clinical experience, for nothing in 
the whole range of specific therapy was more dramatic 
than the effects of intravenous antivenine in patients 
badly paralysed in consequence of having been bitten 
by colubrines. 

Sir LeEonaRD RoGeErs referred to the effect of very. 
large doses of cobra venom, causing death without 
any curarising action. This venom had a powerful 
action on the heart. Smaller doses produced paralysis 
of the phrenic nerve. 

Further discussion followed. 





BRITISH INSTITUTE OF RADIOLOGY 


Prof. F. L. Hopwoop, the president, took the chair 
at the annual general meeting of this institute held on 
May 18th. 

Prof. SipNEY Russ opened the scientific business 
of the meeting with a paper by himself and Miss 
G. M. Scott, entitled 


Variations in the Response of Animal Tumours 
to Lethal and Sub-lethal Doses of X Rays 


He explained that tumours growing in rats had been 
submitted to various doses of X rays and their 
behaviour observed. Account was taken of all the 
variable factors which could be controlled. After 
11 years’ study, the characteristics of the rat sar- 
coma F 16 were well known, and the animals 
had been selected from the same stock to reduce 
individual variation as much as possible. A single 
application of 60 per cent. of the lethal dose caused 
many of the tumours to disappear, but before the 
dose was given it was difficult to say definitely 
which tumours would survive and which would 
disappear. When the dose was fractioned over 
three consecutive days the growths seemed on the 
whole to hang fire; two or three showed a decided 
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tendency to grow, but most of them gradually dis.’ 
appeared. Some tumours, after a period of suspense, 
had suddenly begun to grow and the rats had been 
found to be pregnant; Prof. Russ suggested that 
this observation might throw light on one of 
the causes of recrudescence of a tumour. When 
the dose was given in quarters over four consecutive 
days most of the tumours, after a period of hesitation, 
had continued to grow and only one had disappeared, 
When the time-interval was increased to 3-6 days 
and the dose by 10-15 per cent., no tumour had 
disappeared, and when the dose was increased by 
30 per cent. the majority had continued to grow. Of 
two rapidly growing tumours, both had been given 
half doses on succeeding days ; one had died and one 
had grown rapidly. Slower-growing tumours had 
declined and disappeared after the same total dose 
spaced over six days. 

Prof. Russ concluded that the response of a tumour 
could not be predicted accurately from the dose. 
Irradiated tumours always showed an arrest of growth; 
those which were eventually to disappear usually showed 
some reduction in size fairly soon, and if a tumour 
remained in suspense for some weeks it would probably 
survive. There was considerable evidence that 
absorption of irradiated cells could not only immunise, 
but could also retard the growth of an established 
tumour. In some cases the immunising dose seemed 
to have no effect. The unknown variable which 
determined the different behaviour of apparently 
similar tumours might, therefore, be the difference in 
the degree of immunity which the rat had acquired 
by absorption of irradiated tumour cells, but the 
conditions likely to produce the maximum effect 
were not known. The time-interval between the 
doses was of paramount importance, and the rate of 
growth of the tumaur at the time of exposure also 
seemed significant. 

Dr. RALSTON PATERSON, in discussing the paper, 
said that in clinical work the rate of growth of the 
tumour, apart from its histological nature, seemed 
to bear a definite relationship to its reaction to 
irradiation ; on the other hand, the reaction depended 
also on the size of the tumour. If these suggestions 
were confirmed, they would give food for much thought. 

Dr. W. M. LEvirt remarked that experimental work 
usually preceded the clinical ; here the clinidal work 
had given the experimenters a hint of what they might 
expect: that a dose given over a longer period had 
a smaller biological effect. The exact time relationship 
would be a useful piece of knowledge. It was, however, 
difficult to argue from animal tumours to clinical 
disease, as the life-cycle of the Jensen rat sarcoma was 
so short compared with that of a human cancer. 

Mr. W. V. MAyYNEoRD said that at the Cancer 
Hospital (Free) the length of a number of tumour 
had been plotted against the time over a long period, 
and the graph had given a series of exactly straight 
lines. On cutting the tumours open he had found in 
a number of specimens that the surface only was in 
an active state of division. If therefore a constant, 
such as a radio-active constant, was introduced, 4 
straight line would theoretically be predicted. It 
would also be possible to work out the relation of the 
growing volume to the total volume, and to predict 
the various types of curves that would be obtained. 

Miss G. M. Scorr emphasised the importance of the 
rate of division at the time of the dose ; if the curves 
were analysed, the tumours that eventually 
disappeared were found to be those that doubled theit 
volume in five or six days, while those which continued 
to grow with the same dose had been doubling theif 
volume in less than three and-a half days. Thi 
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point, and the size of the tumour irradiated, had to 
be considered separately. 

Prof. Russ, in reply, suggested that the greater 
vulnerability of the small tumour might be linked up 
with the short time it had been in the animal, and its 
small opportunity of elaborating its blood-supply. 
This consideration might explain the possible effect 
of pregnancy in fortifying a tumour. The type of 
tumour that was necrotic on section had very little 
interest for experimentalists. The tumours used in 
these experiments were not necrotic, but rapidly 
growing tumours. 


Dr. F. G. SPEAR then read a paper, composed by 
himself and Mr. L. G. GRIMMETT, on the 


Biological Response to Gamma Rays of Radium 
as a Function of the Intensity of Radiation 


He explained that in the autumn of 1931 the authors 
had obtained permission from the Westminster 
Hospital Annexe to use the 4-gramme radium bomb 
for biological experiment. They had accordingly 
rearranged the tubes of the bomb for their purpose 
at the beginning of every week-end, and had 
reassembled the unit afterwards. Realising that a 
very slight difference in the relative positions of the 
source and the culture (embryonic chick tissue) led 
to grave errors, they had constructed a special circular 
holder in which 18 tubes, each holding 200 mg. of 
radium element, were arranged in a ring with the 
culture as the centre ; the distance of the culture from 
the plane represented by the holder could be varied 
exactly. Diminution in cell division was achieved 
with a minimum of 250 Sievert units, and was selected 
as a sensitive measure of biological response. 

In cultures exposed to an intensity of 62 units for 
2-12 minutes no effect was noticed with an exposure 
shorter than four minutes, but cell division had then 
fallen markedly and suddenly, afterwards tailing off. 
The dose required to produce a definite percentage 
reduction in mitosis—for example, 40 per cent.— 
rapidly fell as the intensity was increased. From the 
point I (intensity)=62, however, the graph took a 
new direction, running practically level; its signi- 
ficance lay in the steepness of the first part compared 
with the relatively level portion which succeeded it. 
In passing from the higher to the lower intensities 
the dose required to produce the 40 per cent. reduction 
in mitosis decreased steadily to a minimum value in 
the neighbourhood of I=62; in other words, the 
biological efficiency of radiation increased to a 
maximum at I=62, and then fell slowly. The theories 
of Love, who had suggested that the time of adminis- 
tration should not influence the mitotic count if the 
radio-sensitivity of the cells remained constant—in 
other words, that the physical dose required to bring 
about a given reduction in mitosis should be constant 
for all intensities—was not borne out by the present 
work. The reason for the discrepancy might be 
sought in a change of sensitivity during the exposure, 
but still another explanation was possible. The 
present experiments suggested that the observed 
difference in the biological efficiency could be 
attributed to the intensity of the radiation alone. 
Possibly, when the radiation input of energy exceeded 
a certain critical value, some repair mechanism of the 
cell broke down. If this view were correct, great 
caution should be exercised when seeking selective 
biological effects from different wave-lengths of 
tadiation. It should first be ascertained whether 
variation of intensity of rays of the same quality 
couid not by itself produce different biological effects. 
It was quite possible that a different type of tissue 
might have a different form of efficiency curve from 
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that described in the paper. Should subsequent 
work establish this suggestion, it would provide a 
valuable method of picking out one type of cell in a 
mixed tissue, leaving the others more or less unaffected. 


DISCUSSION 

Dr. N. 8. Finzi remarked that the paper seemed to 
provide a weighty argument in favour of the use of 
more intense irradiation by gamma rays. Dr. Spear 
had suggested that the ‘reverse hump” might be 
due to a difference in the quality of the rays, and the 
experiment had not yet been repeated with another 
type of source in order to find out whether the 
“hump ”’ occurred if the quality was kept uniform. 
The relative filtration after the hump was 2:1 mm. 
and 1-6 mm. of platinum, as against 1-2 and 1-3; the 
speaker asked whether Dr. Spear had done anything 
to control this difference. 

Mr. MAyYNEORD asked whether in obtaining a 
different intensity a different distance had been used. 
If so, a change of filtration had been involved. This 
variable could be avoided, at any rate for the lower 
intensities, by taking out some of the radium tubes. 
He asked for the absolute values of the absorption 
coefficient which had been used. 

Dr. PaTERSON calculated that, on the average, 
gamma rays were used at an intensity of about 
5-10 units, and X rays at an intensity of 3-5 units—in 
other words, the two qualities of radiation fell to 
opposite sides of the ““hump.” This fact might have 
some relevance to the oft-debated question of the 
specificity of the wave-length to biological effect. 

The PRESIDENT declared that the matter was not 
so simple as Dr. Spear had made it seem. He com- 
plimented Dr. Spear and Mr. Grimmett on their courage 
and skill in dealing repeatedly with the formidable 
mass of radium represented by the 4-gramme bomb. 


Dr. SPEAR, in reply, admitted that the factor of 
oblique filtration had been important, but said that 
the bomb had been dismantled before he and his 
colleague had had time to repeat the work. He hoped 
that it would be possible to accumulate a similar 
source at some time in the future. 





ROYAL MEDICO-PSYCHOLOGICAL 
ASSOCIATION 


THE MAUDSLEY LECTURE 


FotLtowinG the usual quarterly meeting of the 
association, the Maudsley lecture was delivered in 
the Barnes Hall of the Royal Society of Medicine on 
May 17th, by Prof. ApotF MEYER, chief of the Phipps 
Psychiatric Clinic, Johns Hopkins Hospital, Baltimore, 
U.S.A. The chair was occupied by Dr. R. B. CAMPBELL 
(Stirling). 

British Influences in Psychiatry and Mental 

Hygiene 
His own direct indebtedness to British medical 
centres dated back, said Dr. Meyer, to 1890, when a 
spirit of inquiry led him to extend his German-fed 
Swiss medical education, and he sought contact 
with Potain, Brouardel, Fournier, Pinard, and 
Charcot, followed by six months in the medical 
atmosphere of Edinburgh and London. His friend 
Caird introduced him to James Taylor at Queen- 
square, and through the latter he became acquainted 
with Hughlings Jackson, Horsley, Ferrier, and 
Gowers. The lectures of the latter on the structure 
and functions of the spinal cord stimulated him to 
obtain a grasp of the anatomy of the brain. An 
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intention to devote his life to neurological clinical 
work led him further than he had planned—viz., into 
psychiatry—and an impetus wasgiven to this by hearing 
Clouston’s Morison lectures on the Neuroses of 
Development ; further encouragement came from 
the second International Psychological Congress of 
1892 held in London. His present purpose, said 
Dr. Meyer, was to discuss (1) the genesis, meaning, 
and importance of a psycho-biological, rather than 
a psycho-physical or psycho-physiological conception 
of man, and what this conception owed to British 
thought, especially to Hughlings Jackson and Huxley ; 
(2) the meaning of the resulting functional formulation 
of pathology in contrast to the traditional nosological 
medical thinking, and the help derived from a psycho- 
biologically open-minded science ; (3) the resulting 
interest in the individual, and the development of 
mental hygiene, with the share taken therein by 
Henry Maudsley and Mary Everest Boole; (4) some 
essential perspective of present-day psychiatry and 
mental hygiene. 

Failing to get satisfaction in his quest for a satis- 
factory understanding of life and psyche from Lange’s 
and Wundt’s essays, Dr. Meyer found himself halting 
before a decision between theology and the espousal 
of medicine, with the possibility of a naturalistic 
career closer to the physician’s world. The balance 
turned in favour of the latter but without eclipsing 
the problem of the psyche during the practical years 
of medical study. Even with his premedical and 
medical interests he was too practical-minded and 
too familiar with hypnosis viewed as a simple process 
of suggestion to be satisfied with the monistic formula- 
tion of hypnosis by Forel. A more decisive advance 
came to him through reading Huxley’s essays and 
Jackson’s neurological writings. Huxley’s definition 
of science as organised common sense, and his presenta- 
tion of the theories of Darwin and the critical philo- 
sophy of Hume, with the tendency of the presentation 
to impart a biological background to the human 
problem, had a profound effect on him, which was 
reinforced by Jackson’s clean-cut concept of con- 
comitance, with the identification of the principle 
of consciousness with the noumenon of Kant. In 
the thought of British workers there appeared, as a 
rule, a biological comprehensiveness, in contrast with 
the continental interest in the cell and the isolated 
organ. Familiarity with Horsley’s localisatory 
interests and Jackson’s functional breadth and depth 
began to blend and unify anatomy and physiology and 
psychology and actual practical life in a compre- 
hensive biological setting. It developed an orientation 
which later found itself on congenial ground in 
Sherrington’s concept of the integrative function 
of the nervous system. 

In the early ‘nineties, said Dr. Meyer, psychiatry was 
beginning to attract something more than mere 
practical attention, but it was still, for the most part, 
work in institutions, rather than medical work with 
special diseases and with individual patients. In his 
mind, a really vital sense for the human individual 
or person was coming into its rights, especially through 
the English emphasis on biology in a scientific 
naturalism, rather than an excessive assertion of selves 
of supernatural origin. Under the broadening con- 
tacts, men began to attain a biological naturalness 
which approached a pluralism, rather than a dualism 
with its parallelistic fear of interactionism. One 
was no longer working with a body that happened to 
be complicated by a mind, or a mind that was 
hampered by a body ; there was a growing sense of an 
intrinsic belonging together. And since that time 
there had been a steady urge towards a unitary 


biological conception, with the result that to-day 
it was much more natural to think in terms of a live 
organism, and one had come to speak of mind and 
soul as the person’s nature and function, not as 
if it were something detached. Symbolisation or 
sign function began to be more than a mere logical 
figure ; it became, itself, the characteristic psycho- 
biological function and activity, called “‘ mentation ” 
or a mind, in varying degrees of overt performance. 
After intense pondering on the various systems, 
he had arrived at a general habit and principle of all 
science in dealing with function; he began to ask 
when and where the event, experience, or function 
occurred ; under what conditions and with what 
factors, with what working effect, with what 
range of regularity, plasticity, and modifiability. 
Why could we not study these matters naturally, 
as we studied Nature? We needed a concept 
of man which included what, in everyday life, one 
knew and felt to be an organism with personalty 
function. 

Then, Dr. Meyer went on, Mott came _ into 
the field with work which was concerned with 
structural and endocrine abnormalities, but he 
devoted little attention to the data in the 
rank and file of psychiatric observations and 
work, His clinical interests were rather in 
the general hospital than in asylums. Kraepelin, 
more interested in his basic laboratory studies on 
the work-curve, the effects of fatigue, and the influence 
of alcohol and other drugs thereon than in the history 
and the personality of his patients, had practically 
ignored in his conceptions of dementia praecox the 
constitutional and individual experience factor which 
Dr. Meyer felt to be paramount. Further experience 
and study brought him up to an interest in the 
individual and mental hygiene. He had always felt 
the urge to understand and guide the patient, not 
merely to describe and dissect him. A proposal by 
Miss Louise Schuyler in 1905 to introduce European 
after-care principles into New York State made it 
possible to undertake real pathological and thera- 
peutical work in psychiatry by appointing in the 
following year the first official psychiatric social 
worker there. Then the important question “‘ What 
do the histories of cases of insanity teach us concerning 
preventive mental hygiene during years of school 
life?’ was studied and discussed, and in Chicago 
a real determination was shown to meet the problems 
which were presented by the juvenile court. There 
was evinced a desire beyond that of a study of mere 
child psychiatry or a diluted general psychiatry 
—namely, an intimate study of the factors which made 
for mental health in a positive, creative way, not only 
in a passive or “mending” way. The more the 
activities of invention and propaganda activities could 
be employed from the health end, the better. It was 
the ambition of the hygienist to speak and think 
in terms of the natural opportunities and resources 
of life, with a bias in favour of a conception of life as 
a whole. There ought to be a thorough and critically 
constructive control of the strictly professional work, 
pushing the possibilities of intensive investigation 
where that could be done ; not as a child study only, 
but as part of the study of the problem as presented in 
the adult. In other words, there must be something 
more than the issue of leaflets of instruction. It was 
advisable not to cultivate high-pressure production, 
but all the more on this account was it necessary 
to insist on substantial work within the range of 
controllable data. 

Would the civilised world of to-day, Dr. Meyer asked, 
prove civilised enough to maintain the results of 
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costly revolutions, and realise that human life was 
not a mere matter of thought and good intentions 
but was one of time-consuming living? Would a 
30-hour week’s programme take adequate care of the 
remaining 138 hours? What was the relation of the 
group to industry, to man as a shaper of opportunity ? 
Ours was the choice of socialised or non-socialised 
dictatorships, or a pulling together of the elements 
which were able to listen to the language of reality. 
The greatest and most difficult task in psychiatry, 
he declared, was that of balancing the concreteness 
and profuseness of its data and what was needed to 
keep order among the mass of data. Unless our 
sciences could concentrate and focus as well as 
differentiate their data, their general effect would be 
chaos or sham. Even the best could only be a 
sample of its own potentialities. The gains which 
had been made in our generation were encouraging, 
and they would become more so as man learned to live 
more on what was at hand and less on credit. The 
problem of credits was one which it was necessary 
for the world to straighten out; men were looking 
not for a Moses but for samples of development and 
means of contact and comparison. Through an 
interest in degeneracy there was fostered a thought 
for eugenics, being a constant reminder of the inter- 
relation between the individual and the race. He 
expressed the hope that a study of the pathology of the 
living and the dead would become more contributive 
without turning the world into a _ pathological 
laboratory. Therapy was more and more interested 
with the passage of time in the powers of health. 
The greatest difficulty he experienced in conveying the 
result of natural conceptions was the widespread loss 
of faith, not only in the supernatural but also in 
the natural, due to a false elementalism and to 
the after-effects of exalted spirituality, in feeling 
oneself giving up what seemed all-important for 
something which had been too long treated as 
insignificant. 

Much of the problem of readjustment depended on 
the type of plasticity and dependability of the rank 
and file of the people. From preaching of abstract 
psychology and abstract ethics and the regarding of 
human life as a meagre precursor of eternity arose 
the question, asked of psychiatry and mental hygiene, 
what those who pursued these studies were doing to 
fill in. the gaps in knowledge, and to assemble the 
experiments of Nature and of man in a way that 
allowed the placing of samples before those competent 
to choose, and to create a public opinion and consensus, 
tather than dogma and dictatorship. 





MEDICO-CHIRURGICAL SOCIETY OF 
EDINBURGH 


Ar a meeting of this society held on May 3rd, 
Mr. GeorGE CHIENE presiding, Dr. Ep1rn K. Dawson 
and Miss M. C. Top read papers on 


Prognosis in Mammary Carcinoma 


Dr. Dawson said that the literature of end-results 
indicated that prognosis in mammary cancer had 
shown little improvement during the last 20 years. 
Hitherto the data which indicated the stage of growth 
had proved the most reliable. The dividing line which 
marked the stage at which prognosis became definitely 
bad was the condition of the axillary glands. If these 
were invaded, the growth was relatively advanced 
and the outlook unfavourable, no matter what. the 
supposed duration of the tumour, its size or its type, 


or the age or other circumstances of the patient. The 
clinical grading of tumours on some accepted basis 
was essential before any deductions about prognosis 
could be made. Dr. Dawson discussed the question 
why prognosis is so favourable in grade I. cases 
(axillary glands not involved) and so definitely 
unfavourable in grade II. (axillary glands involved, 
but no indication of further spread of disease) as well 
as in grade III. (evidence of extension to other tissues 
outside the breast). It was not merely a question of 
the invasion of axillary glands, otherwise a careful 
dissection of the axilla should make end-results in 
grade II. almost as favourable as in grade I. There 
was indeed considerable evidence that glandular 
involvement may be an index that the disease is 
already beyond effective attack. Dr. Dawson said 
that while in the more advanced grades operation, 
unaided by other means, had only rarely justified itself, 
no available data suggested that any other form of 
treatment could give results comparable with those of 
radical operation—i.e., at least 70 per cent. five-year 
survival in grade I. cases. In these cases, however, 
improved diagnosis would lead to more accurate 
prognosis, since lasting benefit seldom accrued from 
limited operation (simple amputation). The means 
advocated to aid diagnosis when clinical appearances 
are indefinite included biopsy before or during 
operation, frozen sections, and the two-stage operation. 
Biopsy and the two-stage operation were in general 
condemned as endangering the patient’s chances of 
ultimate benefit from treatment, though the few 
references to biopsy in. the literature argued in the 
opposite direction. Apart from its possible danger, 
however, the utility of biopsy was questionable, for 
a small piece of tissue might not contain any of the 
growth. Dr. Dawson therefore advocated amputation 
of the breast as a minimum protection to the patient 
where an early malignant development was feared. 
If the gross anatomy of the tissue removed did not 
solve the problem of diagnosis a frozen section might 
help ; if positive, the radical operation could follow 
at once. A negative report, however, was less 
conclusive. The two-stage operation in these special 
circumstances had perhaps been condemned without 
sufficient consideration. A cancer,.at so early a stage 
as to defy careful examination before or during 
amputation, would surely gain little further deadliness 
by the postponement of the radical operation for a 
few days.. That the problem presented by these early 
cases had not been successfully solved was indicated 
by the wide error limit in clinical diagnosis shown in 
the literature. At the Mayo Clinic, for example, the 
clinical diagnosis of cancer was wrong in 37 per cent. 
of a series of “doubtful” breast tumours. 


A METHOD OF HISTOLOGICAL GRADING 


Dr. Dawson said that though all end-results 
indicated that the stage of growth was the basic 
factor in prognosis, none of the numerous methods 
of histological grading of malignancy took this aspect 
into account. She reviewed notably those elaborated 
by Broders, MacCarty, Sistrunk, and Greenough, and 
discussed three of the factors assessed in all the 
methods : differentiation, lymphocytic cell infiltration, 
and fibrosis. The term differentiation was used with 
such varied significance that it was difficult to ascertain 
what differentiation and anaplasia really signify, and 
what is their bearing on prognosis in malignant 
mammary growths. As to lymphocytic cell infiltra- 
tion, Dr. Dawson was inclined to agree with those who 
deny any specific function to the lymphocytes 
observed in malignant mammary tumours; their 
accumulation probably represented a response to 
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normal or malignant cell destruction. Fibrosis was 
included as a favourable factor in nearly all schemes 
of histological grading, but end-results showed that 
scirrhus was the most malignant form of mammary 
cancer. The slow course of atrophic scirrhus tumour 
in elderly subjects could be explained without 
assuming that delayed growth is due to active fibrosis 
as a defence against malignant activity. One was 
driven to ask whether the cytology of a cancer had 
anything to do with prognosis. Dr. Dawson suggested 
that the problem of grading and prognosis, based on 
cytology, had been obscured because the histological 
data had been considered apart from, and not in relation 
to, the clinical data. The important question for prog- 
nosis in clinically early cases seemed to be not what is the 
malignant cell type, but where are the malignant cells. 
Microscopical examination could show whether the 
eancer cells are still confined to the ducts; whether 
they have ruptured the duct walls, with infiltration 
of surrounding tissues; whether the lymphatic 
channels are invaded, with the probability that glands 
are already involved ; or whether the cells are in the 
blood-vessels, with the likelihood of distant metastases 
forming. Examined in this way, the histological 
features of a tumour indicated the actual as distinct 
from the potential malignancy. Discussing the 
relation of this method of histological grading to 
clinical grades, Dr. Dawson said that the earliest 
stage of malignant growth is a malignant hyperplasia 
situated inside the mammary ducts, which may be 
more or less normal in calibre, or may show cystic 
dilatation of varying degree. The favourable prog- 
nosis we should expect at this stage was borne out by 
end-results, which showed a higher three- and five-year 
survival in duct cancer than in any other type, even 
colloid. The cell-type was immaterial if the growth 
was confined to the ducts. The next stage of malig- 
nant growth showed rupture of the duct walls and 
infiltration of the periductal tissues ; she had found 
little evidence to suggest that immediate invasion of 
the lymphatic channels occurs when duct boundaries 
are transgressed. These two phases, intraductal 
malignant proliferation and periductal tissue infil- 
tration before the invasion of lymphatics, corresponded 
to clinical grade I. Actual invasion of the lymphatic 
channels in the breast seemed in the large series of 
sections examined to be almost invariably associated 
with the invasion of the axillary glands themselves. 
The growth was then at clinical grade II. In rare 
cases lymphatic’involvement in the primary tumour 
was found without demonstrable axillary invasion. 
Lymphatic permeation would appear to be a much 
later finding. Clinical grade III. had to be inferred 
from histological findings in breast and axillary 
tissue, as tissue beyond these areas was seldom 
available for examination, unless post mortem. 
Dr. Dawson claimed that this method of histological 
grading, which considered as the essential finding the 
position of the malignant cells, and therefore amplified 
and corrected the clinical data regarding the stage of 
tumour growth, would appear to hold considerable 
possibilities of help in prognosis. 


CHOICE OF TREATMENT 


Miss M. C. Top said that in early cases surgery was 
the method of choice; improvements in surgical 
technique were still being described. Most clinics 
now preferred a plastic operation, and some of the 
American and German figures suggested that it was 
important to remove the small pectoral muscle as 
well as the larger one. The endothermy knife was 
useful, for there were countless malignant cells 
surrounding the palpable tumour, and the dissecting 
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instrument was bound to pass through and scatter 
them. It also saved much tying-off of small vessels 
and prevented loss of heat in the operation area, 
Few clinics used radiation only for cancer of the 
breast, and there were insufficient figures available 
at present for comparison. In most hospitals radiation 
preceded or followed surgery. X rays were usually 
thought of as palliative, but several clinics had treated 
primary cases of cancer of the breast by this method 
alone. In order to obtain cases early, which was the 
first essential for treatment, the public must have 
confidence in the organisation of cancer work, and the 
responsibility of choice of treatment in each case was 
very great. There were cases in which injudicious 
treatment made the end more distressing than it 
would otherwise have been. In cases where it was 
impossible to make a certain clinical diagnosis, 
complete amputation should be done. If naked-eye 
or frozen section examination confirmed the suspicion 
of malignancy, or if they failed to confirm the 
innocence of the tumour, the axilla should be cleared. 
A review of various methods of treatment in the 
second and third grades suggested that in many 
clinics the method was to begin with irradiation by 
surface radium or deep X rays, and to proceed, 
according to the response, either to operation or to 
interstitial irradiation followed by another course of 
surface therapy. Radiation, as a science, was still in 
its infancy, but the surgeon could not afford to 
disregard it. Radium might also help in the treatment 
of local recurrence and nodules in the chest wall, but 
distant metastases could unfortunately only be 
palliated, if indeed any effect could be produced at 
all. No definite conclusion on choice of treatment 
could be drawn that would be applicable in all centres. 





ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


AT a meeting of the section of laryngology and 
otology on April 7th with Dr. P. Drmpsery, the 
president, in the chair, a paper on 


Acute Mastoiditis 


was read: by Dr. R. R. Woops. He classified 
acute mastoiditis in four groups: (1) acute empyema, 
occurring during the first week of acute suppurative 
otitis media ; (2) acute osteitis, occurring during the 
third week, or at any time in an acute exacerbation 
of chronic suppurative otitis media; (3) subacute 
mastoiditis, caused by stagnation and occurring 
at any time from the fifth or sixth week onwards; 
and (4) chronic mastoiditis due to chronic osteitis, 
occurring during chronic otitis media. The treatment 
advocated consisted mainly of complete closure of 
the post-auricular wound, with the insertion of two 
drainage-tubes, one in the lower end of the wound, 
and one passed through the posterior meatal wall after 
removal of bone. After a week both tubes are 
removed and the cavity is lightly packed with iodo- 
form gauze passed through the meatal wound. The 
advantages claimed are complete absence of pain at 
dressings, primary union of the wound, and the 
reduction of hospitalisation. After radical mastoid- 
ectomy the cavity is packed at operation with iodoform 
gauze in a finger-stall, and a week later the cavity 1 
Thiersch-grafted. 

Dr. Woops also reported two cases of foreign 
body in the esophagus, and Dr. T. G. Witson showed 
a case in which he had performed facio-hypoglossal 
anastomosis for facial paralysis four years previously. 
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Acromegaly 


By F. R. B. Atkinson, M.D., C.M. Edin. With 
a foreword by Sir Artnur Kerrn. London: 
John Bale, Sons and Danielsson, Ltd. Pp. 260. 
218. 


RATHER less than one-third of this valuable mono- 
graph on acromegaly is devoted to a synthetic study 
of the subject in all its aspects, based on the collation 
of some 1300 cases recorded in the literature. The 
conventional lines of stiology, symptomatology, 
pathological anatomy, pathogenesis, diagnosis, prog- 
nosis, and treatment are followed, each being dealt 
with faithfully in the light of present-day knowledge. 
Dr. Atkinson apparently agrees with B. Fischer 
in the latter’s claim that hyperpituitarism is of the 
essence of acromegaly, and that the former is 
associated invariably with chromophile hyperplasia ; 
so-called “‘ negative ” cases are dismissed as having 
been incompletely examined by modern standards. 
The probability that the two are linked causally 
amounts almost to a certainty. Comparatively 
little is here said of the connexion of the hypophysis 
with neural centres on the floor of the third ventricle 
and of the possibility that pituitary symptoms may 
be of extrapituitary origin. The rest of the book 
furnishes the reader with tabulated records of: 
(1) 77 cases of removal of the gland in human subjects ; 
(2) 265 post-mortem examinations; (3) description 
of the eye condition in 914 cases; (4) a brief précis 
of 1319 instances of the affection ; and {5) a biblio- 
graphy extending from p. 197 to p. 260. This of 
course represents an immense amount of laborious 
research and is clearly of considerable documentary 
value. The first chapter, on the history of the 
disease, contains much that is of interest. There 
are three illustrations ; the blank back of one, perhaps 
by an error of binding, faces the title-page and the 
picture tnay therefore be overlooked. 





Radium and its Clinical Use 


An Elementary Handbook. By D. F. CLEPHAN 
and H. M. Hirt. London: Humphrey Milford, 
Oxford University Press. 1933. Pp. 164. 7s. 6d. 


Miss Clephan and Mrs. Hill, who work in the 
Barnato Joel Laboratories of the Middlesex Hospital, 
have supplied in this small volume a clear introduction 
to the study of radium therapy. The chapter on 
radio-activity and the radio-active elements sets out 
facts of which too many, pretending to a knowledge of 
radium therapy, are content to remain ignorant. 
The physics of radio-activity are not simple, and it 
is much to the credit of the authors that they have 
managed to convey information in such a way that 
it will be comprehensible by those without much 
knowledge of physics. Particular attention may be 
drawn to the clear instructions for the routine 
measurement of radium containers with Clark’s 
radium balance and the method of testing for leakage. 

In the section on the principles of radium therapy 
which includes the estimation of dosage, the authors 
have tried to avoid controversial issues, and have 
aimed at summarising generally accepted views. 
The statement of the essential factors in radium 
therapy is lucid, and the table in which they are 
set cut might well be the guide for every department 
in which surface therapy is practised. It might 
have been wise to emphasise even more definitely 


that the estimation of dosage in milligramme hours> 
or even in the “simple and convenient” French 
method of millicuries détruits, does not define a 
single one of these factors. We are still forced to 
depend on biological standards which are based 
on experiment and require clinical experience when 
they are applied. The standards adopted at the 
Middlesex are defined without discussion. The 
methods of treatment, with the results obtained, 
at the more important European and American 
clinics are set out, and provide an excellent outline 
from which the reader may draw conclusions as to the 
possibilities of treatment of the various forms of 
malignant disease, with the proportion of cures 
which may be expected if treatment is adequate. 
The book is well produced and contains some useful 
diagrams and tables. 





Examination of Waters and Water Supplies 


Fourth edition. By JoHn CLoucH THRESH, JOHN 
Foster BEALE, and ERNEsT Victor SUCKLING. 
London: J. and A. Churchill. 1933. Pp. 824. 42s. 


THE authors of this book obviously write from 
a full and varied experience in the field. The late 
Dr. Thresh, to whom the fourth edition of his well- 
known work is a fitting memorial, had for many 
years been associated with the examination of water, 
and his survivors carry on the tradition with skill 
and judgment. 

In the first part the reasons why waters and their 
sources are examined and the relation of geology to 
water-supply are discussed. The examination of 
sources is described in the second part, and in the 
third the question what constitutes a pure and 
wholesome water is considered, as well as the criteria 
of fitness of water for industrial purposes. The 
possible effect of all likely constituents of waters, 
including those which may be acquired after leaving 
the source, such as lead and other metals, is estimated, 
and useful guides for the analyst are given. The 
interpretation of analyses, and the methods of 
chemical, physical, and bacteriological examination 
follow. The methods of treatment of water to fit 
it for various purposes occupy over 200 pages and 
are well described. A valuable feature is the descrip- 
tion of devices for sampling in those cases, which often 
arise, where it is far from easy to obtain a sample 
from the exact spot desired. These cases present 
great difficulty to the man who is in the habit of 
receiving bottles of water for analysis and is unused 
to extemporising appliances. 

It is difficult to agree entirely with the statement 
on p. 185 that in most cases where a water yields 
more free ammonia than albuminoid ammonia, the 
indications are that the water is more or less polluted 
with sewage. This point might have been argued 
more fully with advantage. The bare statement 
“‘ Electrical conductivity at 20°... 50” on p. 8 is 
horrifying to the physicist, who has to read on to 
p. 160 before he discovers that the unit adopted 
is the reciprocal of 1 megohm, presumably 
per centimetre cube. In describing the determina- 
tion of chlorine in chlorides on p. 236 the authors 
appear to be unaware that the reason why more silver 
nitrate is required to produce the end-point in Mohr’s 
process is to be found in the law of mass action. 
In Chapter XXXVII. a strong plea is made for 
uniformity. It is held that “the framing by some 
authoritative body of standard methods of analysis 
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and bacteriological examination with guiding rules 
as to the expression and interpretation of results is 
urgently needed.”” There is much to be said for this 
view, especially as regards the statement of results, 
but the standardisation of methods is likely to be a 
two-edged sword smiting impartially eccentricity 
and progress, although the British Standards Institu- 
tion have achieved valuable work in many spheres. 
It must be agreed that some of the methods used 
in water analysis have so slender a stoichiometric 
foundation that uniformity is the only way of obtain- 
ing comparable results in different laboratories ; 
the authors themselves use methods for determining 
dissolved oxygen and oxygen absorbed which can 
surely be used in few other laboratories than their own. 
This is probably the most important work on 
water examination since the report of the Royal 
Commission of 1868. The medical officer who possesses 
this book and uses it with intelligence should be able 
to form sound opinions on the results of any water 
examination submitted to him, and the analyst will 
find trustworthy methods. The anonymous artist 
who drew the plates of micro-plankton at the end of 
the book deserves great praise for the excellent 
representation of a great variety of objects. 





Dermatology and Syphilology 


From the Practical Series of Year Books. Edited 
by FRrep Wisk, M.D., and. Marion B. SULZBERGER, 
M.D. Chicago: The Year Book Publishers Inc. 
Series 1932. Pp. 471. $2.25. 


THE selection of material for abstraction must have 
provided the editors with an unenviable task. They 
have surmounted it nobly, and cannot be charged 
with any outstanding omissions, and their occasional 
comments will doubtless prove of further service 
to the reader. There is a double index, both subjects 
and authors being tabulated in alphabetical order. 
The provision of a literary digest, such as is here 
presented, should fill a real need, for it must be more 
and more difficult for a specialist to keep abreast 
of the vast amount of information, not always 
progressive, which is published month by month. 





The Differential Diagnosis of Endocrine 
Disorders 


By Attan WINTER Rowe, Director of Research, 
Evans Memorial, Massachusetts Memorial Hospital, 
Boston, Mass. London: Bailliére, Tindall and 
Cox. 1933. Pp. 220. 23s. 


Tue title of this book is misleading. It would 
be impossible for a student to glean from it an 
impression of the outstanding features of even an 
obvious case of endocrine disturbance. This dis- 
appointing result is not due to lack of trouble taken 
in collecting material, but to the method in which 
it is presented. Since 1912 Dr. Rowe has collected 
detailed routine notes on some 5000 cases. From 
these, 500 cases of “‘endocrine disturbance” have 
been chosen for comparison with a similar number 
of unspecified controls, many of whom were suffering 
from various diseases or abnormalities. The selection 


of the endocrine cases has been quite arbitrary, and 
no criteria are given to justify the diagnoses. The 
15 patients with failure of the adrenal gland, which 
provide the basis for a description of this disorder, 
consist of five established cases of Addison’s syndrome, 
and ten in which the diagnosis was admittedly 
doubtful. 


No details are given to explain the 
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diagnosis in the cases classified as “dysfunction” 
of the thyroid and pituitary or “ hypofunction ” 
of the ovaries. ‘‘ Hypofunction”’ of the pancreas 
is represented by 15 diabetics. With the cases thus 
selected a series of tables have been drawn up, dealing 
with every aspect of the detailed investigations made, 
The book contains 50 such tables. In most of these 
no distinction is made between patients suffering 
from decreased or increased activity of the glands; 
they are classified only under such headings ag 
“Thyroid,” “ Pituitary,” and “Gonad.” In such 
a setting the figures given in the tables are quite 
meaningless, and the text is based on the tables, 
Those facts which are of real significance 1n differential 
diagnosis are buried under a mass of totally irrelevant 
data. The book is an example of the pseudo. 
statistical classification of symptoms run riot, and 
its chief value lies in demonstrating the impossibility 
of confining the art of differential diagnosis within 
the bounds of a routine scheme of investigation, 
however laborious. 





Les tachycardies paroxystiques ventriculaires 


By Roger FRoMENT. Paris: Masson et Cie. 
1932. Pp. 541. Fr.50. 


Or all disorders of cardiac rhythm, paroxysmal 
ventricular tachycardia is probably the one about 
which least is known, in spite of the astonishingly 
long bibliography at the end of Dr. Froment’s book. 
Since the days of Mackenzie, abnormal rhythms have 
largely lost their terror. They have been so sorted 
out that it is now rare for one to remain undiagnosed. 
Ventricular tachycardia, however, because it is not 
frequently met with, remains in the minds of most 
medical men and women as a mercifully rare pheno- 
menon carrying with it the menace of ventricular 
fibrillation and sudden death. The important fact 
on which this book is based is that established by 
Gallavardin in 1921—namely, that ventricular tachy- 
cardias can be divided into two large groups, the 
one completely benign, the other extremefy grave 
in its significance. These two groups, opposed as 
they are in their nature and in their evolution, 
have nevertheless a common origin in the ventricle 
and similar graphic tracings. There are, moreover, 
as Dr. Froment reveals, transitional forms which 
link them. In a preliminary section the principal 
aspects, clinical and _ electrocardiographic, are dis- 
cussed. Three types are clearly distinguished: 
(1) the so-called type Bouveret with its abrupt 
beginning and ending, either the rapid rhythm or 
the normal rhythm dominating the scene at any 
given moment; (2) the type which consists of runs 
of extrasystolics, of short duration; and (3) the 
type generally encountered as a terminal fachy- 
cardia, its onset and offset unnoticed by the patient. 
The rest of the book is a study of these types. The 
first part considers the ventricular tachycardias 
of grave significance, called by Gallavardin the 
terminal tachycardias, and by Froment the pre- 
fibrillatory tachycardias; this is the type most 
frequently encountered in infarction of the myo 
cardium, in Stokes-Adams disease, and in diph- 
theria ; it is aggravated by the majority of cardiac 
drugs with the exception of camphor and quinine. 
The second part is a study of the benign ventricular 
tachycardias, of particular interest since they are 
curable by treatment with quinidine. The final 
section deals with the interesting transitional forms 
ranging from those of moderate gravity to those of 
relative insignificance. A number of illustrative 
clinical cases are quoted. 








TH) 


PR 


H 
in ci 
on 1 
sear 
com! 
of I 
Dav 
mad 
base 
not 
prac 
has - 
of ¢ 


ina 
prev 
degr 
the « 


then 
exte 
fully 
belie 
betv 
of ¢: 
of vi 
of d 
in t 
invc 
of t 
opti 
stat 
line 
bey« 
and 
has 
trea 
the 
reac 
adv: 
such 
M. ( 
nati 
that 
met 
has 

M 


THE LANCET] 


THE LANCET 








LONDON: SATURDAY, MAY 27, 1933 


PROGNOSIS IN EARLY BREAST TUMOURS 


How far is it possible to foretell the end-results 
in cases of mammary cancer? This is a question 
on which Dr. E. K. Dawson has conducted a 
searching investigation, the outcome of which was 
communicated to the Medico-Chirurgical Society 
of Edinburgh on May 3rd (see p. 1131). Mrs. 
Dawson pointed out that the many attempts 
made to estimate prognosis in mammary cancer, 
based on the evaluation of histological data, have 
not taken into consideration the fact that in 
practice the most satisfactory basis for prognosis 
has proved to be the data which indicate the stage 
of growth. The same criticism was made by 
D. H. Parry and R. W. Scarrr,! who attempted 
in a short series of cases to analyse breast tumours, 
previously grouped according to the histological 
degree of malignancy, with special reference to 
the clinical stage at which operation was performed. 
The criteria of degree of malignancy adopted by 
them were signs of rapidity of growth and of the 
extent of departure from the structure of the 
fully developed epithelium of the breast, and they 
believed that their results confirmed the association 
between histological appearance and clinical course 
of carcinoma of the breast. From a practical point 
of view, they concluded that histological estimation 
of degree of malignancy is of value in prognosis 
in the limited number of cases where axillary 
involvement is early. Mrs. Dawson, as a result 
of the study of a large series of cases, is less 
optimistic. She accepts the standpoint, which most 
statistics seem to confirm, that the essential dividing 
line between a good and a bad prognosis is that 
beyond which the axillary glands become involved, 
and holds that for cases in which the growth 
has spread beyond the breast tissue when first 
treated better prognosis is largely a question of 
the better adaptation, if not indeed the entire 
readaptation, of therapy to the conditions of 
advanced malignant growth. The discussion .of 
such adaptation was left to her colleague, Miss 
M. C. Top, who while emphasising the experimental 
nature of irradiation therapy in this region, showed 
that the surgeon cannot afford to disregard this 
method when dealing with patients whose disease 
has passed the limits of the breast. 

Mrs. Dawson’s work on prognosis has been 
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concerned mainly with clinical Grade I. tumours— 
i.e., those confined, so far as can be ascertained, 
to breast tissue, which Parry and Scarrr had 
dismissed as likely to show good results following 
operation whatever the histological degree of 
malignancy. The fact that we know that 70 per 
cent. of grade I. cases will probably be alive and 
well five years after operation does not, however, 
enable us to differentiate between those more or 
less likely to be among the survivors. Mrs. 
Dawson has sought, by studying the histology 
of a large series of breasts removed from patients 
with no axillary involvement, to establish a better 
basis for prognosis among them. Her conclusion 
is that the position rather than the type of the 
malignant cells is of moment. In clinical grade I. 
cases she has found (1) malignant hyperplasia 
inside the mammary ducts, and (2) rupture of the 
duct walls and infiltration of the periductal tissues ; 
but she has seen little evidence to suggest that 
immediate invasion of lymphatic channels occurs 
when duct boundaries are transgressed. The fact 
that she has rarely found evidence of invasion of 
the lymphatic channels in the breast except in 
cases where the axillary glands are also affected 
leads her to associate this picture with clinical 
grade II. 

Until Sir LenrHat CHEATLE pointed out that, 
in the earliest stages, carcinoma of the breast is 
limited to the inside of the ducts, cases with a 
growth so limited would not have been regarded 
as malignant at all. All grade I. tumours would 
have been required to show periductal extension 
or would have been classified as still innocent. 
Histologists are thus now in a position to make a 
positive diagnosis of malignancy on evidence that 
would hardly have been accepted in former years, 
and this advance in itself should surely help to 
establish rules for prognosis. If an exhaustive 
histological examination shows that the tumour 
is still contained within the ducts it is reasonable 
to expect a five-year cure at least. Presumably 
the 30 per cent. of cases showing less happy results 
are those in which the tumour cells have extended 
to the periductal tissue, and in some of them, no 
doubt, evidence of the likelihood of lymphatic or 
vascular embolism would certainly influence the 
future history of the patient. Mrs. Dawson did 
not say what proportion of her clinical grade I. 
tumours showed periductal spread, or in how many 
of the cases successfully treated this was present. 
Microscopical examination of the removed breast 
should enable an expert histologist to estimate 
the chances of such emboli. Such exhaustive study 
would, of course, be impracticable as a routine 
procedure, and mere sampling would be unreliable. 
But apart from the possibility of making an 
accurate prognosis in an individual case where 
this may be of exceptional importance, the correla- 
tion of histological with clinical grading is essential 
to an understanding of malignant processes. In 
this connexion it would be interesting to learn 
whether in the periductal tumours which show no 
actual evidence of wider invasion, the prognosis 
varies at all with the histological degree of 
malignancy. 
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BLOOD SEDIMENTATION IN PULMONARY 
TUBERCULOSIS 


THOUGH improvements in radiological technique 
have simplified the diagnosis of pulmonary tuber- 
culosis, and the development of collapse therapy 
has provided a rational basis for treatment— 
capable it may be of misapplication (see p. 1124)— 
the problems of prognosis continue to baffle the 
physician. The cynical observation that our only 
certainty in endeavouring to forecast the course of 
a consumptive is the certainty of our failure to do 
80, if not entirely true, is by no means wholly false. 
Confronted with a patient the victim of galloping 
consumption, the practitioner may feel justified 
in giving a hopeless prognosis, though even here he 
should hesitate to fix a term to the patient’s 
sufferings, for even the patient, prostrate with 
fulminating disease, may relapse into a period of 
relative health. Chronic fibroid phthisis in the 
elderly usually justifies a favourable prognosis for 
the patient, if not for the younger generation 
sharing the same apartments. But these examples 
represent the extreme left and right wings of a 
long series. No such confidence can be felt by the 
sanatorium physician when attempting to estimate 
the chances of recovery of most of the patients 
who occupy his beds. Two patients share a cubicle. 
They may be of the same age and of similar 
constitution. The disease may betray similar 
symptoms and physical signs, and X ray appear- 
ances may be almost identical. The same method 
of treatment is applied to each patient, and the 
initial response to it may be similar. Yet within 
a-year or two one is taken and the other left, 
apparently at the caprice of fate. The social 
factor is sometimes of determining importance. 
Recovery cannot be expected if the means to 
recovery are lacking. The mind of the patient may 
be an important factor, for “‘ the fool never recovers 
from pulmonary tuberculosis.” But easy means, 
the absence of gnawing anxieties, and an educated 
mind trained in habits of self-control will not 
ensure recovery: When patient and physician 
have done everything possible to promote healing, 
in the last issue the result will depend upon the 
undetermined power of individual resistance of 
which we understand little. Thus, though the 
practitioner learns to appreciate the grave 
significance of slender clues in the patient’s 
appearance, history and physical characteristics ; 
though he is not deceived by the limited extent of 
apparent disease, or deluded by statements that 
early diagnosis necessarily indicates a hopeful 
prognosis ; and though he realises that flamboyant 
physical signs and obvious symptoms are not always 
of grave significance, the need for some scientific 
method of estimating the chances of recovery for 
the individual is always felt. Recent research 
suggests that such a method is provided by the 
estimation of the blood sedimentation rate ! which 
provides an index of tissue destruction not peculiar 
to tuberculosis disintegration indeed, but especially 

*Cutler, J. W.: The Blood Sedimentation Test in the 


Management of the Pneumothorax Patient, Amer. Rev. Tuberc., 
1932, xxvi., 134. 
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applicable to it, a method first suggested by 
Westergren 12 years ago. 

Blood sedimentation estimations have a special] 
value in assessing the progress of patients receiving 
sanatorium treatment. Sanatorium treatmen: in 
all but the most virulent types of disease causes an 
abatement of symptoms, and reduces, if it does not 
entirely abolish, the physical signs of disease, so 
that not only the patient and his friends, but the 
physician, may be deceived. The sanatorium is 
too often a fool’s paradise. The patient is 
discharged free from symptoms and to all 
appearances in robust health. Within a few months 
a haggard-looking consumptive applies for 
readmission hoping that the miracle may be 
repeated, a hope which is usually vain. Thus, 
when disease is quiescent, when neither temperature 
chart nor sputum register nor serial radiograms 
indicate the presence of active disease, there comes 
a time when the patient is in urgent need of guidance 
as to the extent to which he may safely resume an 
active life, the propriety of marriage, his prospects 
of becoming a self-supporting unit, his expectation 
of life. Experienced phthisiologists have held that 
the sedimentation test merely confirms the opinion 
gained by an evaluation of the fever, pulse, physical 
signs and radiographic evidence, and that clinical 
observations of this kind which must be made in 
any case give ample information on the problems 
of prognosis.2 But enthusiasts for the new 
prognostic method now claim that a rapid sedimen- 
tation is often the only warning that a tuberculous 
lesion is not yet quiescent, and that the test not 
only supplies supplementary evidence, but often 
the only reliable evidence as to quiescence or 
activity. Other investigators whose claims are 
more modest have reported very favourably of the 
value of the test.* 

The question thus ceases to be one of merely 
academic interest, and the answer should be 
provided by a carefully controlled series of investi- 
gations on patients of both sexes and at all ages. 
Such an investigation should not be delayed, for, 
as the prognosis of a chronic disease is the issue, 
a period of at least ten years must lapse before its 
final results can be accurately assessed. The 
undertaking, however, need not be regarded as a 
formidable one. If one of the simpler modifications 


of the test is adopted, blood sedimentation tests’ 


need not occupy much time, the technique is easily 
acquired, and the cost of instruments is negligible. 
As the work can best be carried out at sanatoria, 
the hospital pathologist, already overburdened, 
need not be disturbed by the prospect of a long 
series of tests which are of less interest to him than 
to the clinician. 





MEDICAL DEFENCE 


Ir is a constant warning to all members of the 
medical profession that they should make them- 
selves secure against the many-sided chances of 
damage to reputation and purse which they may 
incur in the practice of medicine. This can be 


F Fishberg, M.: Pulmonary Tuberculosis, 3rd ed., Philadelphia, 
» Dd. . 
* Traill, R. R. : THE LANCET, March Ist, p. 552. 
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done effectively and cheaply by joining one of 
the great defence associations. The need of 
this warning and of its frequent repetition is 
proved by events in the law courts, while the 
reports of those associations year by year give 
if a cumulative force. The annual report of the 
London and Counties Medical Protection Society, 
to be presented at the general meeting of 
the society on Wednesday next, shows that no 
practitioner is ever safe against the risks of 
becoming involved in litigation, perhaps of a 
costly nature, arriving without any warning. 
Indeed, the risks are such and so obvious that 
no practitioner, engaged in a lawsuit whose 
issue may be of serious professional moment, 
can expect full commiseration from his colleagues 
if he has not on his side attempted to meet the 
possible situation by insurance. The annual 
premium of the defence societies is small, so that 
the latest recruit to professional ranks cannot 
regard its payment as a burden, and his first 
action after registration as a legally qualified 
medical man should be to effect the insurance. 
The repetition of this advice annually, and indeed 
at briefer intervals, is called for by the fact that 
a large number of doctors remain outside the 
defence associations despite the dangers of this 
careless course. 

The statement submitted by Messrs. Le Brasseur 
and Oakley, the solicitors of the L.C.M.PS., 
is fully revealing both of the wide scope of the 
Society’s work and of the multiplicity of the risks 
that are attached to medical practice. Nothing 
wants saying in proof of these risks. The daily press 
gives full publicity to medico-legal controversies, 
regarding them, it would seem, as pre-eminently 
“news.” It is common knowledge therefore that 
suits are constantly being tried in which, failing 
the support of a defence association, the real 
situation would not have been clear to a jury. 
Perpetually, had it not been for the intervention 
of a defence association, the practitioner would 
have been mulcted in damages, while—a worse 
penalty—he might have suffered severely in reputa- 
tion. These are the cases which from their sensa- 
tional aspect may lead the practitioner to bethink 
himself of the need for a mutual protection society, 
but their appeal is not so strong as might be 
expected, for a man is apt to think that dramatic 
things are unlikely to happen to him personally. 
What should be remembered, therefore, is that 
these cases form only a partial example of the 
positions where the value of mutual protection is 
Obvious. The work of the defence associations 
is concerned with the conduct of the doctor in 
response to his obligations under Acts of Parliament, 
and these are multiplying, are not easy to satisfy, 
and must be discharged under the onus of legal 
penalty. For example, cases in which notifications 
have to be sent to a public authority require 
sometimes a more intimate familiarity with Acts 
of Parliament than a practitioner may possess. 
It is true that the notification of infectious disease 
does not now give rise to so many difficulties as 
occurred in past years, but errors of diagnosis 
are still sources of claims and ‘accusations against 
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doctors. They must occur, but no liability devolves 
upon the notifying doctor if he has used reasonable 
care and skill and states what he honestly believes 
as to the nature of the ailment. Ifa legal investiga- 
tion takes place, details of the procedure of the 
doctor in examining the patient have to be 
properly forthcoming where want of care is alleged, 
and a defence association is far more able than 
any individual practitioner to deal with the matter 
closely. The report of the L.C.M.P.S. points out 
that doctors are strongly recommended to make 
themselves familiar with the law regarding notifica- 
tion, but an analysis of fhe kind of thing which 
a doctor might be expected to know reveals 
absolutely how often he may need expert aid. 
The snares, again, into which medical men may fall 
in the matter of the issue of certificates are 
numerous. The general advice that in no circum- 
stances should anyone sign a certificate containing 
any statement based merely upon hearsay is 
too often regarded as a counsel of perfection by 
a doctor, who, through personal knowledge of 
part of the circumstances, sees the extreme 
probability of further details. This line of 
conduct, when followed in connexion with lunacy 
certificates, has led to sad consequences despite 
the absolute honesty of the certifier, and happy 
is the doctor who has provided himself with the 
support of insurance in the emergency. But 
the defence of the practitioner in these cases, 
whatever their issue, will be expensive, so that 
they form a forcible argument for the recruiting 
to the associations of all practitioners for their 
mutual good. 

The situations in which the services of a defence 
association may be needed, it will be seen from 
the report of the L.C.M.P.S., and with equal 
clearness from the records of the Medical 
Defence Union, may arise suddenly. No prac- 
tising doctor can afford to run the risk of 
remaining unsupported by corporate expert advice. 
And a man cannot expect to enjoy the benefits 
of an insurance for which he has not paid the 
premiums. But the laggard can be helped if he 
finds himself seriously involved in litigation while 
still without the pale of mutual defence. Much 
advice and legal assistance can still be given, but— 
and it is important to remember this—very little 
can be done for him who has already taken steps 
in his own defence before turning to the association. 
If he takes steps himself before doing so his ignor- 
ance of procedure, want of experience, and personal 
bias—one or other or all of them—will certainly 
add greatly to the difficulty of the association. 
This caution applies equally to those who are 
members of a defence body, and it is one that is 
emphasised in the latest report of the L.C.M.P.S. 


& 
> 





Tue Alexander Gibson memorial lecture will be 
delivered at the hall of the Royal College of Physicians 
of Edinburgh, on Thursday and Friday, June Ist 
and 2nd, at 5 p.m., by Dr. K. F. Wenckebach, 
emeritus professor of medical pathology and therapy 
in the University of Vienna. The subject of the lecture 
will be the Beri-beri Heart and its Significance for 
Cardiology. 
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COLONEL KING’S RETIREMENT 


THE session of the General Medical Council now 
proceeding will be the last in which Mr. Norman 
Carew King discharges the duties of registrar to the 
Council, a connexion of some 30 years’ duration being 
closed, during over 20 of which he has acted as 
general registrar. Since its formation in 1921 he has 
also been registrar of the Dental Board of the United 
Kingdom. Colonel King (to give him his military 
rank) was thanked by the executive committee for 
valuable work shortly after joining the office and was 
appointed assistant secretary in 1907. Among duties 
which he discharged for the Council of particular 
value, and which were the subject of official thanks, 
may be mentioned the compilation of a general index 
to the Minutes, which he brought up to date in 1908, 
establishing it in its present finished shape; and 
an informative pamphlet on Medical Practice Abroad. 
This was issued in revised form in 1927, and a close 
study of the tables makes entertaining reading as 
well as replies to questions that are perpetually 
asked and difficult to satisfy. The treaty of Versailles 
substantially altered the map of Europe and with it 
many of the local ordinances of medical and dental 
practice. It will thus be seen that the formalities 
with which the foreign medical man, possessing the 
degrees or diplomas of his own country, must comply 
in the various divisions of the world range from 
none at all up to the most onerous and exclusive 
rules. The report is a compendium of accurate and 
interesting information which has accumulated at 
the office of the General Medical Council as the result of 
persistent inquiry and investigation. During the war 
Colonel King was granted leave of absence for the 
period 1914-1919, and when he returned with the 
brevet rank of colonel he continued his informing 
work by further publications, while discharging his 
routine duties now added to by his position as registrar 
of the Dental Board. Among these publications we 
may mention a memorandum explaining the pro- 
cedure to be followed by those who desire to enter 
the medical profession ; another on the reception in 
other countries of foreign medical and dental prac- 
titioners ; another on the inquiry into the standard 
of Indian medical degrees; and another on the 
reciprocity in medical qualifications between different 
countries make up a category of handbooks in which 
is set out information of different sorts, very hard 
to come by in an accurate form. Thus Colonel King 
may retire with the knowledge that he has served in 
a manner of high practical use the profession with 
which he has been so long and intimately connected. 


APPLICATIONS TO BURNS 


No agreement has yet been reached about the 
best routine treatment of burns, but it is clear that 
several of the mevhods now available can be regarded 
as definite advances. Mr. P. H. Mitchiner, in the 
Hunterian lecture published in our issue of Feb. 4th, 
set out the advantages of tannic acid, which he 
considers suitable for first-aid if it is mixed with small 
quantities of mercuric chloride solution (1 in 2000). 
A month later we summarised the interesting observa- 
tions of R. H. Aldrich on the use of gentian-violet, 
which was proposed in the first place because it is 
held to have a “specific” antiseptic action on the 
streptococcus. An alternative antiseptic, acriflavine, 


has since been recommended in our correspondence 
columns by Dr. W. Robertson and by Dr. N. Howard 
Mummery. The latter (March 25th, p. 662) has had 
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good results from its application in a paraffin emv’sion, 
and at his suggestion this has replaced all other 
first-aid remedies for burns in the branches, factories 
and workshops of Messrs. Joseph Lyons and Co. The 
gentian-violet treatment has) now been modified 
by Connell and his colleagues,! who find it a creat 
advantage to incorporate the dye in a jelly-like base, 
To this end they add 30 g. of tragacanth to 1000 c.cm, 
of a 1 per cent. aqueous solution; the resulting 
jelly is placed in thick layers on four or five sheets 
of gauze and so applied to the burned area. They 
have been very much pleased with their results jp 
the 15 cases treated with gentian-violet. There was 
one death, but the patient, a sickly child of 8, had 
35 per cent. of surface of the body burned and 
responded well to treatment although he died later 
from pneumonia. At autopsy no pathological condi. 
tion was found in suprarenal glands, kidneys, or liver, 

In Germany O. Hilgenfeldt* speaks of the pain- 
fulness of renewing tannic acid dressings which 
stick to the skin. Often, of course, the burn can 
be left uncovered, being protected merely with a 
tent. But if the patient is very restless or very yo 
this may be impossible to carry out, and Hilgenfeldt 
finds useful Kraft’s device of applying an oily dressing 
containing 5 per cent. of tannin. When this is 
employed the bandages do not stick to the surface 
of the wound and can be changed without pain. 
In discussing the treatment of shock, he delivers an 
emphatic warning against the use of morphia and 
its derivatives ; he has found that extensive burning 
seems to make children dangerously susceptible to 
the action of these drugs. He reports good results 
from Ephedralin, which, he says, combines the 
immediate action of. adrenaline with the protracted 
action of Ephetonin (synthetic ephedrine). The 
combination of tannin dressings with the use of 
ephetonin and fluids has been very satisfactory, 
Hilgenfeldt says, in a large number of cases, in 
many of which there was destruction of 20 to 30 
per cent. of the whole skin surface. 


THE ELECTROCARDIOGRAM IN CORONARY 
OBSTRUCTION 


THE way in which obstruction of the coronary 
artery leads to changes in the human electro- 
cardiogram is discussed by E. Flaum.* The changes 
are of different types, the two principal ones depending 
on whether the T wave is inverted in lead I. or lead 
III. ; these curves have been referred to as the T, and 
T; types respectively. Attempts have been made 
to correlate these curves with infarction of different 
areas of the heart, and some believe that the T, 
type occurs after involvement of the anterior and 
apical part of the left ventricle, while the T, type 
found after infarction of the posterior wall of the 
left ventricle. Infarction of the right ventricle 
apart from the septum is held to be rare; when it 
does take place it is thought that the electrocardio- 
graphic change is of the T, type. The question arises 
whether damage to the conducting system of the 
heart plays a part in bringing about the changes 
in the curve after coronary occlusion. Flaum points 
out that against such a view is the occurrence of 
similar curve after infarction of the posterior part 
of the left ventricle and of the right ventricle. Unlike 
the left, the right ventricle is seldom infarcted, and 

*Connell, J. H., Fatherree, T. J., Kennedy, C. B., and 
McSwain, G. H.: Jour. Amer. Med. Assoc., April 22nd, p. 1219. 


* Med. Klin., April 7th, P- 490. 
* Wien. Arch. f. inn. Med., March, 1933, p. 409. 
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this is probably because of peculiarities in the anatomy 
of its vessels of supply. The arterial branches to 
the left ventricle—both from the right and left 
coronaries—spring from the parent trunk at a right 
angle, and serve as anchors to the vessel at their 
points of origin. With the onset of athero-sclerosis 
there is lengthening of the vessels, and this leads 
to kinking at the points of anchorage and an increased 
tendency to thrombosis here. The arterial branches 
to the right ventricle, on the other hand, arise at an 
acute angle and have-no anchoring effect. In a 
ease which he reports Flaum was able to observe 
the effect on the electrocardiogram of a stab wouhd 
seen at operation to involve the anterior wall of the 
right ventricle. The patient was a man of 38 who 
was under observation for rheumatic carditis with 
auricular fibrillation. Before the stabbing the T wave 
was positive in all leads; after stabbing it became 
sharply negative in leads I. and II., gradually return- 
ing to the original form in the course of six months. 
The case is believed to indicate that, contrary to the 
view of Barnes and Whitten, damage to the right 
ventricle may produce acurve of T, type. Indrawing 
this conclusion the previous rheumatic damage 
to the heart muscle had to be considered ; especially 
as Kiilbs and Strauss have shown that trauma to the 
heart may produce functional disturbance only if 
the muscle has previously been damaged. 

The relation of T wave inversion to myocardial 
ischemia is considered by Dr. W. Evans and Dr. 
Clifford Hoyle in an instructive paper appearing on 
p. 1109. They find that the deformed wave can be 
corrected immediately, in a large proportion of cases, 
by giving the patient nitrite, the change being 
presumably due to increase of blood-supply around 
the affected portion of the heart muscle. Further 
observations may show, they believe, that in cases 
of angina the fixed T wave and the one elevated by 
nitrite bear a different significance, and this may 
prove to be a measure of the efficiency of the 
collateral circulation. 


HOSPITALS AND MOTORISTS 


AN important article by Sir Charles Harris, printed 
on the leader page of the Times of May 16th, usefully 
restates the fact that the Road Traffic Act left the 
hospitals and the medical profession in the lurch when 
it introduced its tentative system of compulsory 
insurance. It is well that the public should be 
reminded that traffic casualties have cost the hospitals 
something like £230,000 a year, whereof only £34,000 
has been recovered under the Act. The hospitals can 
recover no more than £25 for a single patient, though 
often their claim may properly exceed £100; indeed, 
Sir Charles states that, in respect of 2300 cases last 
year, the £25 limit lost the hospitals no less than 
£38,000. Further, the Act restricts the hospitals’ 
claims to cases where compensation is actually paid 
under the insurer’s policy. Thus the hospitals are 
dragged into highly contentious questions of negligence 
where success is obstructed by the legal requirement 
that the injured plaintiff (often, as Lord Sankey has 
said, the man who knows least about the accident) 
must prove that the defendant motorist was in the 
wrong, though possibly Lord Danesfort’s Bill, if it is 
passed, will lessen this difficulty. By way of still 
further limitation the Act allows hospitals to be 
recouped in respect of in-patients only, at the average 
daily cost for all in-patients, fees for visiting staffs 
being thus excluded. Worst of all, the traffic victims, 
Sometimes strangers to the neighbourhood, fill the 
hospital wards, and the poor villager or townsman 
for yhom the hospital was instituted must wait his 
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turn to enter the ward while money which should be 
available for his treatment is spent on others who have 
less claim. The advent of motor vehicles has been a 
disaster to our hospitals. Suggested remedies usually 
concentrate upon proposals to add a flat rate of 
possibly 3s. to the cost of the motorist’s insurance, 
and from the resultant fund to find some reasonable 
payment for the hospitals in all cases as well as some 
modest honorarium for the medical practitioner. 

If the doctors’ interests alone were consulted, then, 
as Sir Charles Harris points out, extended compulsory 
insurance is a solution of uncertain value. By 
excluding doctors’ fees from the claim on the insurer, 
the Act adopted the line that such fees are usually 
settled directly between doctor and patient in hospital 
pay-wards. But with traffic casualties there is no 
previous acquaintance between practitioner and 
patient, and the patient is often in no condition to 
talk business. Patients are likely to accept the 
doctor’s devoted and prolonged service as part of a 
providential arrangement for their gratuitous treat- 
ment. If the doctor’s fee were included by virtue of 
some additional premium in the system of compulsory 
assurance, it will probably be fixed at some exiguous 
rate of daily charge; its inclusion would diminish 
the practitioner’s prospect of more generous treatment 
by grateful patients. 


EXPLOSIONS OF ANAESTHETIC VAPOUR 


Wir the coéperation of a firm of manufacturing 
chemists and the gynecological clinic of Wirzburg 
University, an inquiry has been held in Germany 
into the causes of explosion of anesthetic vapour, 
and C. J. Gauss and C. Margraf have just published 
some of their findings.1 The Deutsche medizinische 
Wochenschrift considers the matter important enough 
for a general questionnaire, with a view to acquiring 
adequate data for a scheme of prevention. It invites 
communications from all who have had any exper- 
ience of these accidents, either at first or at second 
hand, and is especially interested in the nature of 
the anesthetic, the circumstances of the accident, 
and the assigned cause. Gauss and Margraf regard 
any inflammable narcotic as dangerous, whether 
alone or in combination. As is well known, the 
free vapour in the theatre may be ignited by open 
flame, a glowing fire, electro- and thermo-cauteries, 
or sparks from electrical apparatus. Pantostats, 
endoscopic instruments, X ray and diathermy appara- 
tus, badly adjusted forehead lamps, and even the 
electric motors of fans, if unscreened, may ignite 
an inflammable mixture with disastrous results. 
The conjunction of fats and oils with oxygen is 
said to be particularly dangerous. Another and 
sometimes serious danger which these investigators 
bring out is the capacity of every anesthetic appara- 
tus for static electricity. The apparatus can 
accumulate a positive charge of sufficient strength 
to produce, when discharged by coming into contact 
with an object of lower potential, a spark which 
will ignite an inflammable vapour even though it 
may not itself be visible. The human body, if 
insulated from earth by a non-conducting floor or 
non-conducting foot-gear, can, it is said, accumulate 
an equally dangerous charge in the course of the 
ordinary movements performed at operation. It is 
possible, however, that this danger is much more 
marked in a continental climate than in one with 
a humidity as high as our own. Those who have 
lived in a desert country are familiar with the 
vagaries of static discharge, which is sometimes 
manifested in startling crackles and flashes when 


1 Deut. med. Woch., April 21st, p. 598. 
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the hair is combed; to pull a silken fabric and a 
woollen fabric suddenly apart will sometimes pro- 
duce a miniature lightning flash. In hot weather 
the artificially dry atmosphere of the operating 
theatre and the insulation under foot provide very 
favourable conditions for the generation of static 
electricity, and Gauss and Margraf recommend 
efficient earthing of all anesthetic apparatus when 
the floor is not a good conductor. All rubber 
appliances and the wheels of the trolleys should 
be conductors, and it is especially important that 
no part of the apparatus should be insulated from 
the rest. At the end of the anesthesia the mask, 
mixing bag, and connexions should be closed off 
so that no gas can escape from them to be ignited 
by a casual spark. Moreover, they suggest, every 
person and object that may come in contact with 
the apparatus should be earthed. The anesthetist 
and the patient could wear spring metal clips round 
one wrist, connected to earth by a wire ; the surgeon 
and his assistant could stand on an earthed metal 
plate. The strictest precautions should be taken 
to prevent unearthed persons from coming anywhere 
near the apparatus. Lest any reader should consider 
that these precautions are unnecessary, it is stated 
that at least a hundred accidents happen in America 
every year, and that ether vapour is even more 
dangerous than ethylene. They point out that 
many such accidents never come to the public 
knowledge; of ten which they have investigated 
only two were made publicly known. The problem 
of static discharge can scarcely be so urgent in this 
country, but every precaution should be taken to 
prevent inflammable vapour from coming into 
contact with sources of heat and electric sparks, and 
it is well to remember that the very commonly 
employed combination of ether with nitrous oxide 
and oxygen is a mixture which is easily exploded. 
Striking examples indeed of its explosion have been 
recently recorded.? 


A GLIMPSE OF PUBLIC HEALTH PROGRESS 


THE health section of the League of Nations has 
recently issued the sixth volume of its International 
Health Year Book (1930), which includes reports 
on the public health progress of 34 countries and 
colonies in 1929, with numerous tables of vital 
statistics. The statistics and data concerning each 
of these various countries are arranged on the uniform 
lines adopted by the League Health Organisation, 
and include 27 standard tables, so that to some 
extent comparison of the health conditions of many 
parts of the world is made possible. A survey of 
industrial hygiene is also included for Germany, 
Belgium, Great Britain, Italy, the Netherlands, and 
the U.S.S.R. In the last-named country it is reported 
that institutes are being established whose duties 
include the conducting of scientific researches into the 
prevalence of occupational diseases in the pre- 
dominant industries in the district, the study of 
questions relating to vocational selection and guidance, 
and the giving of advice to trade-union bodies on 
questions regarding the workers’ health and living 
conditions. So far the chemical industry has been 
found to show the highest morbidity incidence. 
Health investigations or the introduction of public 
health laws are reported from various parts of the 
world, many of which are of more than local interest. 

In Australia, for instance, the possibility of the 
existence of undulant fever is being given special 





* New Eng. Jour. Med., May 4th, p. 949. 
* London: Allen and Unwin (League of Nations Publications 
Department), pp. 1100. 24s. 





attention. Since 1927 approximately 400 samples 
of blood have been examined in the Commonwealth 
health laboratories for agglutinating power against 
Brucella abortus. These samples of blood were taken 
from cases of continued fever which were sent for the 
Widal reaction and other purposes. At the time of 
the report all had proved negative to the agglutin:tion 
test, except in two very doubtful cases about which 
more information was being obtained. 

In China the year 1929 is said to mark the “dawn 
of a new era in public health ” in that the Ministry 
of Health started the first year of its career. It 
is anticipated that the next ten years will see health 
departments established in most large cities. So far 
the lack of information concerning the occurrence 
and prevalence of communicable diseases has been 
one of the greatest problems existing in China, a 
position which the new Ministry is doing its best to 
rectify with regard to such important diseases as 
plague, cholera, small-pox, typhoid, and typhus. 
Small-pox vaccination has been made compulsory ; 
cholera vaccination on the largest possible scale is 
planned, and was in 1929 for the first time applied to 
the entire army (numbering 300,000). China’s water- 
supply still comes chiefly from wells, rivers, and ponds, 
which in most cases are polluted. Only nine cities 
in the whole country are in possession of modern 
waterworks, and much encouragement is being given 
for their construction elsewhere. 

From Finland are reported new laws of special 
interest to eugenists. The marriage of lunatics and 
idiots is prohibited, while no person suffering from 
epilepsy of non-traumatic origin or from venereal 
disease at an infectious stage may contract marriage 
without special permission from the President of the 
Republic. Without similar authorisation marriages 
are also forbidden between persons who are con- 
genitally deaf and dumb. Divorce may be granted 
on grounds of drug addiction, and, with certain 
restrictions, on the grounds of venereal disease or 
lunacy. 

From the U.S.A. it is reported that experiments 
in county-wide dusting of paris green, covering 
the breeding areas of mosquitoes every ten days, 
have shown that this method of control of malaria, 
employed exclusively, is very effective. In the 
counties so treated the malaria rate fell by 5 per cent. 
in the first season, whereas it materially increased in 
adjoining counties. It is recognised that the results 
cannot be accurately determined before the end of 
the second or third season. 

These are samples of the information given in this 
comprehensive survey of the health measures that 
are being adopted over a large part of the world. 
The statistical tables form the datum line, varying 
in.accuracy from place to place, by which their success 
can be measured. 


ACTION OF PLASMOQUINE ON THE UTERUS 


Exception has long been taken to the use of 
quinine in pregnant women who are infected with 
malaria owing to the fear that this drug predisposes 
to abortion, and in tropical practice an antimalarial 
drug without this action on the uterus would be 4 
boon. Several recent inquiries have been directed 
to finding out what action if any plasmoquine has on 
the pregnant uterus. P. Manson-Bahr concluded 
from a limited experience! that a combination of 
plasmoquine and quinine is well tolerated by pregnant 
women. An accurate study of the effects of plasmo- 
quine on the uterus made by David Epstein in the 
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department of pharmacology at the University of 
Capetown has now been published,* after the author’s 
untimely death. Epstein points out that while no 
doubt quinine has a stimulating effect on uterine 
muscle, the hyperpyrexia and severe toxemia of 
malaria and other infections in pregnant women 
may themselves lead to abortion ; when these factors 
are coupled with the ecbolic action of quinine the 
danger is greatly enhanced. Hitherto no direct 
observations on the movements of the uterus during 
plasmoquine treatment have been recorded. Epstein 
used the isolated uteri (pregnant and non-pregnant) 
of cats, guinea-pigs, and rabbits, suspended in baths 
of Ringer’s solution at 37° C., air being bubbled through 
the solutions at a constant rate, and the movements 
of the tissues being recorded by means of levers. 
With this method various concentrations of plasmo- 
quine were added to the baths and their effects noted ; 
ampoules containing a 1 per cent. solution of 
plasmoquine were used throughout. In a series of 
18 experiments on the isolated non-pregnant uterus 
of the cat a definite rise in tone was observed in 12, 
whilst the remaining 6 were negative; definite 
improvement in tone was usually obtained with @ 
concentration of 1 in 500,000 plasmoquine. Quinine 
hydrochloride gave results which in many respects 
resembled those obtained with plasmoquine. The 
effect upon the uterus in situ was tested in cats and 
rabbits. Nine experiments were performed on non- 
pregnant cats, and in each case intravenous injection 
of plasmoquine initiated or augmented the uterine 
contractions. After a dose of 1 mg. per kilo a transient 
fall in blood pressure of 10-20 mm. of mercury was 
frequently seen. When the effect of an injection 
had passed off and the uterus had returned to its 
previous condition, a further injection again caused 
contraction. It having been shown that plasmoquine 
in a certain dosage caused uterine contractions in 
animals, the question arose whether the same thing 
occurred in the human uterus with the usual thera- 
peutic doses of the drug. The smallest amount of 
quinine hydrochloride which caused contraction of 
the uterus of the cat was found to be 4 mg. per kilo, 
corresponding to a dose of grs. 4 for an adult man. 
With plasmoquine, the smallest effective amount was 
1 mg. per kilo given intravenously, corresponding to 
a dose of gr. 1 for an adult man, which is six times 
the therapeutic dose for intramuscular injection or 
three times that given by the mouth. From Epstein’s 
careful work it therefore appears that abortion is more 
likely to follow the usual therapeutic dose of quinine 
than that of plasmoquine. Plasmoquine, however, 
when given to cats in therapeutic doses, does not 
antagonise the stimulating effects of quinine upon the 
uterus. 


DISCIPLINE OF THE DENTAL BOARD 


In his twenty-fourth opening address to the Dental 
Board of the United Kingdom Sir Francis Dyke 
Acland had little of general interest to say apart from 
matters of discipline, which still engage a fair share of 
the Board’s time and attention. The discipline 
committee had found, he said, that a certain number 
of London and provincial dentists were using in 
telephone directories the letters D.D.S. when this 
qualification was not entered in the Dentists Register 
in respect of their names. This was an infringement of 
the Dentists Act, as it was using a professional status 
or qualification which was not indicated by particulars 
entered in the register. It ought not to be necessary 
to take legal proceedings in the matter. The Board, 
he said, had had to take “further action with regard 
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to our Glasgow friends, who must not be allowed to 
observe a law unto themselves. Our policy of having 
large fascia signs removed has, a8 you are aware, 
been completely successful, but there is still an 
attempt to indicate the extent of the rooms devoted 
to the practice by having lettering on several stained 
glass window screens and in other ways. It is 
clear that very many of the dentists wish to comply 
with our requirements to the letter, and therefore 
it is not fair that others should exceed them. A careful 
survey has been made, and letters requiring diminution 
of signs or announcements have been written, and I 
hope this will have the desired effect.” Sir Francis 
then alluded to a curious position found to exist 
in parts of the mining area of South Wales, directly 
resulting from the deep industrial depression. A man 
of the miner class not on the register will set up as a 
mechanic, often unnecessarily advertising himself as 
such, and will induce persons requiring dental attention 
to go to a dentist for extractions, and to come to him 
for the taking of impressions, and the making and 
fitting of dentures at a rate cheaper than a dentist can 
afford. There was also widespread canvassing by 
dentists, of which it was almost impossible to obtain 
evidence, and the canvassing was sometimes accom- 
panied by willingness to provide dentures for members 
of approved societies for the amount allowed by the 
society only. “‘ Until the society takes the steps 
available to it of halving its contribution, it is obvious,” 
Sir Francis remarked, ‘“‘ that such action must with- 
draw patients in an unfair way from other dentists, 
who are left with unreduced establishment charges 
and little work.” He had a final word to say about 
an attempt by a few of the dental profession to avoid 
difficulties of currency by resort to barter. There 
had been advertisements offering dental services in 
return for furniture, cars, typewriters, wireless sets, 
silverware, the services of an accountant, and external 
house-painting ; but advertising of this kind, even 
under a box number, was dangerous country for a 
dentist, and it would be well, Sir Francis said, that 
the practice should stop. 


MENSTRUAL MIGRAINE 


Last July Dr. A. P. Thomson described in our 
columns a variety of migrainous headache associated 
with abnormal ossification around the sella turcica, 
and tentatively ascribed the pain to enlargement of 
the pituitary gland during menstruation. This 
explanation has been criticised, but in our issue of 
Feb. 11th (p. 334) he pointed out that the important 
practical result of his work was that many of his 
patients were relieved of their distressing symptoms 
by administration of an active ovarian follicular 
hormone (cestrin or theelin). Similar good results have 
been reported by others, and an attempt to throw light 
on them has lately been made by H. A. Riley, R. M. 
Brickner, and R. Kurzrok in New York.’ In a 
study of 13 migrainous patients, 11 women and 
2 men, they found that theelin appeared in the 
urine of all the women of menstrual age from 
time to time, but not after an artificial or natural 
menopause, and they were unable to show any rela- 
tionship between its excretion and the onset of 
headache. On the other hand, they found prolans 
(anterior pituitary hormones) in the urine of all the 
women examined, whether before or after the 
menopause, and in 20 out of 29 cases of headache it 
appeared before or with the pain, often disappearing 
when the headache disappeared. In only two cases 
did a headache take place without prolan previously 
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appearing, though occasionally a headache failed to 
follow the appearance of prolan. Of the 8 women of 
menstrual age examined, 7 had menstrual headaches. 
In 7 out of 9 women an attack of migraine was brought 
on by an injection of 2 c.cm. of Follutein. In 
the case of the two men the same relationship with 
prolan was shown, but follutein produced either a 
mild headache or none at all. No attempt was made 
in this investigation to distinguish between prolan A 
and prolan B. The patients were examined radio- 
logically, but no particular changes were seen in the 
region of the sella turcica. The authors conclude 
that although a pituitary abnormality seems to be 
related to the migrainous attacks, they do not feel 
satisfied that the relationship is an anatomical one. 


UROLOGISTS IN LONDON 


THE fifth congress of the International Society of 
Urology is to be held in London this July under the 
presidency of Sir John Thomson-Walker. The 
proceedings begin with the president’s reception at 
the Dorchester Hotel on the 10th, and on the follow- 
ing morning Prince Arthur of Connaught will for- 
mally open the congress at the house of the Royal 
Society of Medicine. Three main subjects have been 
chosen for discussion, and for each of them there 
will be three rapporteurs. The first is tumours of 
the renal pelvis and ureter (Prof. Salvador Pascual, 
Prof. F. Van den Branden, and Mr. J. Swift Joly) ; 
the second is pyelography by the descending route 
(Prof. A. von Lichtenberg, Prof. C. Ravasini, and 
Mr. R. Ogier Ward), and the third is the surgery of 
the neck of the bladder (Prof. G. Marion, Prof. J. 
Weijtland, and Mr. Kenneth Walker). There will 
be receptions by the Government, the Lord Mayor 
of London, the Royal College of Surgeons, and by 
the British section of the congress, and an excursion 
to Oxford has been arranged for July 15th. The 
society, it may be recalled, was founded in 1919, 
and a congress is held every third year. The first 
was in Paris in 1921; the others have been in Rome 
(1924), Brussels (1927), and Madrid (1930). Almost 
every nation is represented in the society, but the 
number of members allotted to each country is 
strictly limited, and only members are entitled to 
attend and take part in the meetings. The object 
of the society is to encourage research and study in 
all branches of urology, and the present secretary is 
Mr. J. Swift Joly. 


THE MAUDSLEY LECTURER 


In any survey of the trends in modern psychiatry, 
the teachings and work of the distinguished head 
of the Henry Phipps Clinic must be given a foremost 
place. It is pleasing and appropriate that in his 
Maudsley lecture, reported in this issue, Prof. Adolf 
Meyer should have referred to the English sources 
from which some important elements of his thought 
have come. The doctrines of Hughlings Jackson, 
Huxley, and other Englishmen, to whom he so 
generously declared his indebtedness, have through his 
teaching contributed much to contemporary British 
psychiatry. Dr. Meyer’s has been the reflective and 
original mind in which these and other points of 
view have mingled, and there has emerged a unitary 
or psychobiological conception of the human being, 
both broad and deep, which has been most fruitful 
in the treatment and prevention of mental disorder. 
He has insisted on the necessity for observing the 
common facts which are continually being offered us 
in the experiments of nature, and for recognising that 
science is only organised common sense. He has 
examined always the function of the whole person, 
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rather than those partial impairments which pre- 
occupy the clinician bent on diagnosis and descrip t:on. 
In this way an interest in what is still healthy in the 
patient, what is capable of restitution and reversal, 
has been paramount, and out of it have come metliods 
of treatment that are sober, hopeful, and practica le, 
as well as methods of prevention. Dr. Meyer vave 
mental hygiene not only its name but its theoretical 
basis and justification. From his conception of 
human beings and of the psychiatrist’s function in 
regard to them it followed that a positive contribution 
to mental health would be as necessary as the repairing 
of damage. Dr. Meyer, with all his accentuation of 
the human requirements of treatment and prevention, 
has been far from ignoring the opportunities or the 
need for constant study of the abundant data which 
confront the psychiatrist, data which are often 
neglected because they are familiar. The propaganda 
he advocates is therefore not extravagant ; it does 
not assume a mastery of the problems. He has 
pointed out how one should offer from the data such 
examples of what happens in human beings as will 
o to form a just public opinion, and enable measures 
of mental hygiene to be applied, not only in the 
limited medical field, but also in larger social ways. 
The public opinion which Dr. Meyer aims at creating 
will be sane and beneficial, tending neither to hypo- 
chondria nor to a blind denial of difficulties. 


THE ACADEMIC ASSISTANCE COUNCIL 


A FUND to be used primarily, though not exclusively, 
in providing maintenance for displaced teachers and 
investigators and finding them the chance of working 
in universities and scientific institutions is being 
raised, and will be administered by a provisional 
council which will also provide a clearing-house and 
centre of information for those who can take any 
kind of action directed to the same end. The council 
appeal for help from all who are concerned for 
academic freedom and the security of learning, and 
ask for means to prevent the waste of exceptional 
abilities exceptionally trained. The funds entrusted 
to them are to be available for university teachers 
and investigators of whatever country who, on 
grounds of religion, political opinion, or race are unable 
to carry on their work in their own country. It is 
emphasised that the action taken implies no 
unfriendly feeling to the people of any country, nor 
any judgment of forms of government or of political 
issues between countries; the aim is only the relief 
of suffering and the defence of learning and science. 
The medical men signing the appeal include Prof. 
Major Greenwood, Prof. J. S. Haldane, Prof. A. V. 
Hill, Sir Gowland Hopkins, Prof. G. Elliot Smith, 
Sir Charles Sherrington. The hon. secretaries are 
Sir William Beveridge and Prof. C. 8. Gibson, to whom 
communications may be sent at the Royal Society, 
Burlington House, London, W., where office accom- 
modation has been placed at the disposal of the 
council. 





St. BARTHOLOMEW’s Hospirau.—The report for 
1932 records the admission of 11,451 in-patients, an 
increase of 259. The average daily number in hospital 
was 614, and the average stay 20-79 days. Out-patients 
and casualty patients made 471,781 attendances, 4 
small diminution. During the year 1750 cases of street 
accidents or illness were taken to the hospital. The expendi- 
ture was £197,524, the lowest for the last five years. This 
result was brought about by reducing outgoings by £18,845 
in accordance with the recommendations of the economy 
committee, which produced material savings in every 
department. Annual subscriptions continue to fall, but 
donations inc 
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DurinG the past fortnight a course of lectures 
and demonstrations has been held at the Hospital 
for Sick Children, Great Ormond-street, London. 
The following are abstracts of three of the lectures 
and we hope to publish a further selection later. 


PYLORIC STENOSIS 
(Dr. E. A. COCKAYNE) 


THERE can be little doubt that pyloric stenosis is 
due, at least in part, to genetic factors. As a rule, 
only one member of a family suffers, but there is 
one well-authenticated instance of its occurrence in 
a mother and child, and it has been recorded several 
times in uniovular twins and in two or three brothers 
and sisters. During the last year I have seen two 
babies with pyloric stenosis, whose first cousins had 
been operated on for the same condition. It is 
remarkable that about 80 per cent. of the cases 
occur in males and that a high proportion are first 
children. The hypertrophy of the circular muscle of 
the pylorus is present before birth, as its discovery 
in a stillborn child proves, but the symptoms do not 
appear immediately. The usual date of onset is 
from seven days to six weeks after birth, and the 
condition is as common in breast-fed as in bottle-fed 
babies. 

Since the disease is by no means uncommon and 
recovery depends to a large extent on its early 
diagnosis, it is important that you should keep the 
possibility of its presence constantly in mind and 
think of it as soon as you see a baby with the first 
symptoms—vomiting, constipation, and loss of weight. 
Most digestive disturbances in young infants cause 
vomiting and diarrhea, and the combination of 
vomiting and constipation should arouse your 
suspicions at once. Some breast-fed babies regurgitate 
part of their feed if the quantity of breast milk is 
excessive, and they may be constipated, but such 
babies gain steadily in weight. In pyloric stenosis 
the amount regurgitated is much larger and there is 
always loss of weight. Atresia of the duodenum is 
very rare ; the vomiting begins either before or soon 
after the baby has taken its first feed, and bile is 
present in the vomit in nine cases out of ten. In 
pyloric stenosis the onset is later and the vomit is 
not bilious. As time passes the stomach becomes 
dilated and there is a secondary catarrh of its mucous 
membrane. Mere excessive regurgitation is replaced 
by vomiting, and this becomes more and more 
forcible and the contents of the stomach are expelled 
with great violence. There is no need to wait for 
projectile vomiting, for as soon as vomiting has begun 
it is possible to make a diagnosis. 

Led by the history to suspect the presence of 
pyloric stenosis, confirmation by clinical examination 
is easy. The two signs are a palpable tumour and 
peristalsis. If no peristalsis is seen on exposing the 
abdomen, palpate gently but firmly for the tumour, 
which usually lies just above and to the right of the 
umbilicus, and feels like an acorn. Sometimes it lies 
under the liver and is out of reach. The examination 
may start peristalsis, but if not you should give the 
baby a feed; water sweetened with sugar will 
suffice if no milk is available. Watch at frequent 
intervals during the feed and afterwards, and if 
perist»lsis does not arise spontaneously, it can be 
startei as a rule by flipping the abdominal wall 
over the stomach with a finger or by applying a 
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cold object. Once it appears it is unmistakable ; 
waves of contraction pass slowly across the abdomen 
from left to right, appearing from under the costal 
margin, The stomach between two bands of con- 
tracted muscle stands out like half a golf-ball, and 
either two uncontracted portions of the stomach can 
be seen at once or the whole of one and part of two 
more. Peristalsis of this kind shows that obstruction 
is present and, since pyloric stenosis is the common 
cause of obstruction, it is almost pathognomonic of 
the condition. : 

You will seldom fail to see peristalsis at the first 
examination, but if you do, examine the baby again 
and again during and after its feeds. One still sees 
emaciated babies brought to a hospital with the 
story that they were well-nourished at birth, but a 
little later vomiting began and they were taken to a 
doctor who advised weaning. Various artificial foods 
were tried, but the vomiting and wasting became 
progressively worse, until in despair the doctor advised 
the mother to take her baby to a hospital, sometimes 
too late to save it. Such tragedies ought never to 
occur. Weaning a baby for vomiting and constipa- 
tion is unjustifiable, unless pyloric stenosis has been 
excluded as a cause, for a breast-fed baby with this 
condition has a better prospect of recovery than one 
on an artificial food. 

I only wish to say a few words about treatment. 
Medically treated a baby may recover, but its 
recovery will be slow, whereas, with babies of com- 
parable weight, the mortality with surgical treatment is 
much less and recovery is rapid. Remember, however, 
that the earlier an operation is performed the more 
hopeful the outlook, and there is little chance of 
recovery if the weight has dropped to 41b. or less. 
Much depends on the skill and experience of the 
surgeon and anesthetist. Careful preparation before 
operation is necessary. Wasted babies should have 
5 per cent. glucose and saline given subcutaneously, 
and the operation should be delayed for at least 
24 hours, and all babies should have the stomach 
washed out an hour before it takes place. The after- 
care is important. No food should be given for four 
hours, and then only a solution of 5 per cent. glucose 
every half-hour, but glucose and saline given sub- 
cutaneously will provide additional fluid. Four hours 
later breast-milk can be drawn off, diluted, and given 
every hour, or a weak solution of skimmed milk, 
and the strength of the feeds must be increased 
gradually and the intervals between each feed 
lengthened until the baby is on a normal diet again. 





SOME DEFORMITIES OF THE LOWER 
LIMBS 


(Mr. Eric I. Lroyp) 


I PROPOSE to speak to-day of such static deformities 
as are the stock-in-trade of every children’s out- 
patients department and the commonplaces of 
general practice. I shall make no attempt to refer to 
talipes, anterior poliomyelitis, spastic paralysis, 
tuberculosis of joints, pseudocoxalgia, and many 
other conditions which are properly included in the 
title ‘‘ deformities of limbs.” 


FEET 


It is strange that one must begin with the treat- 
ment of a condition which scarcely exists in children, 
but so it is with flat-foot. The idea that the “ arches ” 
of the foot either in children or adults are normal 
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is a mistake. They are deformities which are 
produced by contracture of the soft parts. It is true 
that they are such a very common deformity in 
adults that most people look upon them as normal, 
but one has only to look at mankind unfettered by 
shoes and civilisation to realise the truth. At all 
events, children rarely have arches to their feet and 
babies never. Yet such misconception exists amongst 
doctors themselves, that it is small wonder that 
parents will often bring their children with a ready- 
made diagnosis of flat-feet where none exists. A good 
deal of nonsense and not a little quackery adds fuel 
to the flames. X ray examination in the shoeshop, 
special pads, insoles, and what-not argue a deep 
mystery to the parent who wants to do the best for 
her child. She feels that she is face to face with a 
great matter. This is particularly true of consulting 
practice and quite a number of children are carried 
to Harley-street when they ought to be running in 
the park. We all know how the manufacturer 
became a rich man by the mustard which people 
left on their plates, and the children that I speak of 
are the orthopedic surgeon’s ‘“‘easy money.” 

If we come closer to such a child we shall find that 
pain is absent. Now, pain is the doctor’s friend not 
only because it drives the patients to his arms but 
also because it tells him that something is wrong 
and often points out the place. Such a child, then, 
has a painless foot which someone has rashly labelled 
with a stigma. Walking on two legs demands a 
nice balance between the invertors and evertors of 
the foot, and this comes slowly so that in many 
children there is a tendency to stand in the valgus 
or everted position owing to a temporary inadequacy 
of the tibiaMs anticus and posticus. 

Valgus ankles.—The condition is best called 
“valgus ankles” and is properly treated by the 
addition of 4 to } inch thickening on the inner side 
of the sole, with a little stiffening of the soft upper 
which will otherwise be trodden over the wedged 
area and cancel out its effect. This treatment does 
nothing more than relieve the tibial muscles of a 
little strain in order to give time to adjust themselves 
to the mechanics of walking. Exercises to strengthen 
these muscles are prescribed and are best entrusted 
to a masseuse. The outlook in such cases is excellent. 

Once in a while one encounters the exception to 
the rule that children don’t have flat-feet. There 
are two kinds—the congenital and the spasmodic— 
but neither is common. 

In congenital flat-foot the bones are in an abnormal 
relationship ; the scaphoid projects on the inner side 
of the foot and the forepart of the foot is abducted 
both clinically and radiologically. The outlook here 
is vastly different and the effect of treatment prob- 
lematical. Manipulation and plaster, perhaps com- 
bined with tenotomies and capsulotomies, are 
justifiable, but some surgeons prefer a metal plate 
or rubber insole, while others perhaps pass the baby 
in more ways than one to the unfortunate masseuse. 
I think that the best ultimate treatment is an 
arthrodesis of the subastragaloid and mid-tarsal 
joints, but this should be postponed until 10 or 12 
years to avoid post-operative distortion by unequal 

wth. 

Spasmodic flat-foot—This condition must be men- 
tioned, though it is commonest in the young adolescent 
and is very rare under 12 years. The foot is held in 
strong abduction by spasm of the peronei and often 
of the extensor longus digitorum. Forced inversion 
will sometimes temporarily overcome the spasm but 
it soon recurs; its onset and disappearance may be 
abrupt. The spasm is probably protective but a 


very oblique radiogram in some of these cases shows 
an abnormal process of bone uniting the os caleis 
and scaphoid. An X ray examination is essential 
to exclude tuberculosis and manipulation may thep 
be carried out. It must be followed by vigorou 
exercises and massage and the manipulation may haye 
to be repeated. An outside short iron and inside 
T-strap are ordered, but often seem to do very little 
good. Division or lengthening of the peronei | haye 
found useless and, if operation is considered, targa] 
arthrodesis has claims. A spasmodic flat-foot, 
however, is often surprisingly little disability to 
its owner. 
LEGS 


Curved tibie—The commonest deformity of the 
legs is rickety and is seen in children of between 
2 and 4 years as a double twist of the tibia with its 
convexity outwards and forwards. It is produced 
by the cross-legged squatting position during the 
active phase of the disease while the bones are soft, 
The treatment is the general treatment of rickets 
combined with either splinting or operation. 

In the milder cases a wooden or metal splint 
which impinges at’ its upper end against the internal 
tuberosity of the tibia is inserted into a leather 
pocket on the inner side of the boot and is firmly 
bandaged to the leg. This permits walking with its 
attendant exposure to fresh air and sunlight. The 
treatment is effective when the bowing is solely 
external and may be carried out in the presence of 
active rickets if the child is at once started on anti- 
rachitic treatment which includes cod-liver oil, or 
one of its modern substitutes, and ultra-violet light. 

In the severer grades of the deformity, or when 
the outward bowing is complicated by antero. 
posterior curvature, the bone must be straightened 
by operation. This can be done manually over a 
wedge up to the age of 4, but above that age open 
osteotomy may be necessary. In either case, the 
limb is put in plaster-of-Paris in a slightly over- 
corrected position for six weeks, after which the child 
is completely cured and may be allowed to walk 
without restriction. 

KNEES 


Genu valgum.—Knock-knees are very common and 
often accompany valgus ankles. In the milder 
examples the same treatment—viz., inside wedges of 
dinch to the boots—is sufficient. This moves the 
line of weight transmission from the outer towards 
the inner side of the knee-joint and diminishes the 
mechanical strain on the internal lateral ligament 
which tends to perpetuate and increase the deformity. 

The big knees and thin legs of many little boys 
of 4 years often give an appearance of knock-knee, but 
the malleoli touch when the knees are fully extended 
and such cases may be left to nature. Knock-knee 
irons are used when the deformity is a little more 
severe. and the intermalleolar distance is about 
2 inches. They will have to be worn for at least 
six months and if you can persuade the parent to 
keep them on at night as well as by day you will 
greatly accelerate the cure. This is unpopular advice 
and means putting the child to bed in boots which 
must be encased in canvas bags. Most of the substi- 
tutes for Jones’s knock-knee irons are ineffective 
because they do not ensure full extension of the 
joint before the lateral correction comes into play. 
I advise bandages rather than straps and the knee 
is firmly fixed to the posterior bar before encircling 
the outside member. 

I have had no success with screw plasters, wedge 
plasters, or wooden splints, nor am I a believer ™ 
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the efficacy of massage in doing anything for this 
purely mechanical condition other than improving 
the general muscular tone. Osteotomy (Macewen) 
just above the condyles of the femur is reserved for 
the more severe examples or for those in whom 
other measures have failed. It is a simple and 
effective procedure which is followed by plaster-of- 
Paris and complete cure in six weeks. 

It is often assumed that all cases of knock-knees 
are rickety in origin, but many of them show no 
other signs of rickets and have been brought up on 
the most approved diets and with the greatest respect 
for vitamins. Renal rickets, however, is very prone 
to cause genu valgum and it is only by the routine 
testing of urine for a trace of albumin that the 
calamity of anesthetising such a patient may be 
avoided. 

Genu varum.—Bow legs, other than that described 
under the heading of legs, is rarely severe enough in 
children to call for treatment, but there are cases in 
which supracondylar osteotomy of the femur is 
necessary and it may then be advised with confidence. 


HIPS 


The angle which the neck of the femur normally 
makes with the shaft is 124 degrees. Anything above 
this is termed coxa valga and anything below is 
coxa vara. 

Coxa valga is of no clinical importance, since it 
causes no practical disability. It is constantly found 
in those who have never walked and is often noticeable 
in the radiograms of patients who have had infantile 
paralysis in youth. 

Coza vara is both important and interesting. 
There are three principal types. 

Rachitie—There is bending of the neck of the 
femur owing to the transmission of weight through 
the softened bones. X ray examination shows the 
characteristic appearance of rickets in the epiphyseal 
cartilage. The treatment is that of the disease and 
weight-bearing must be avoided by the use of calliper 
splints until the disease has been arrested. Operation 
is rarely necessary. 

The other two forms of coxa vara do not properly 
come into the group of static deformities but are 
briefly mentioned to complete the picture. 

Cervical (infantile)—The cause is unknown but 
the defect seems most probably developmental. The 
most characteristic feature is seen in the radiogram 
and consists of a separate triangular fragment of 
bone in the lower part of the neck of the femur on 
one or both sides. This fragment may be attached 
to the neck of the bone or to the epiphysis. The 
condition is uncommon and is treated by sub- 
trochanteric osteotomy of the femur to correct the 
adduction deformity and consequent diminution of 
abduction which characterise coxa vara. Plaster 
for six weeks in the corrected position is usually 
sufficient for bony consolidation in the young, but 
some partial relief from weight-bearing for several 
months after operation is a wise precaution. 

Adolescent (slipped epiphysis)—There are two 
distinct forms of this. (a) The sudden slip which 
follows a fall or twist of perhaps no great severity. 
Reduction can be secured by skeletal traction on a 
Kirschner wire through the tuberosity of the tibia 
or os caleis. (6) The gradual slip which is not asso- 
ciated with trauma. The condition may be bilateral 
and its cause is unknown. Skeletal traction here is 
never successful and the best results are at present 
obtained by subtrochanteric osteotomy and subse- 
quent protection from weight-bearing for a time. 


THE DYSPEPSIAS OF CHILDHOOD 
(Dr. Rospert HutTcuHison) 


Dyspepsia in the child differs from dyspepsia in 
the adult in the absence of the serious organic forms 
(ulcer and cancer) and in the greater part played by 
disorders of the liver and intestine in the production 
of symptoms. Whilst in the adult, too, other things, 
such as gall-stones and chronic appendicitis, simulate 
dyspepsia, in the child it is dyspepsia which simulates 
other things—e.g., tuberculosis. This must be 
remembered in diagnosis. 

Three main varieties of dyspepsia may be recognised 
in childhood : gastric, hepatic, and intestinal. 

(1) Gastric dyspepsia occurs in an acute and a 
chronic form. 

(a) Acute gastric dyspepsia or an acute “ stomach 
attack ’’"—sometimes spoken of as a “bilious” 
attack—is probably due to an acute gastritis. The 
symptoms appear abruptly and consist in pain, 
vomiting, and perhaps a rise of temperature which 
may be quite high. There may be much constitutional 
disturbance and sometimes convulsions. The causes 
are irritation by unsuitable food—e.g., hot fats—and 
chill. The importance of the latter factor is apt to 
be overlooked. Diagnosis has to be made from an 
oncoming infection, such as scarlatina, pneumonia, 
or meningitis, or sometimes from acute appendicitis. 
Treatment consists in rest in bed, hot applications 
to the abdomen, and the free administration of 
bicarbonate of soda. The use of emetics or gastric 
lavage is rarely necessary. (b) Chronic gastric 
dyspepsia may follow an acute attack or arise 
primarily. It is due to a chronic gastritis set up by 
mechanically or chemically irritating food, the 
swallowing. of infected mucus, or by chill. The 
symptoms are loss of appetite, nausea, or occasional 
vomiting, and some abdominal discomfort. Treatment 
comprises regulation of diet (excess of sugar must be 
particularly avoided), insistence on proper chewing, 
elimination of oral and pharyngeal sepsis, and keeping 
the abdomen and legs warm. The most useful drugs 
are bismuth, rhubarb, soda, and bitters. 

Dyspepsia from functional disorders of the stomach 
is not common in childhood. Excess of acid is rarely 
met with ; but in delicate and rapidly growing children 
towards the age of puberty the atonic variety may 
occur. The symptoms and treatment are the same as 
in the adult. 

(2) Hepatic dyspepsia is commonest between the 
ages of 3 and 7. The child is usually brought not 
for abdominal symptoms but because “it is not 
getting on,” is thin, irritable, sleeps badly, and has a 
capricious appetite. The characteristic signs are a 
“bad breath” and the passage at times of pale 
stools. This chronic course is chequered by episodes 
of cyclical vomiting, acidosis, bouts of fever, or 
headaches of the migraine type, and it may be for 
one of these and not for the underlying dyspepsia 
that the child is brought. 

The causes of hepatic dyspepsia are an inborn 
inefficiency of the liver (often inherited) and an over- 
use of the “liver foods ”—e.g., milk, cream, eggs, 
chocolates, oranges. Treatment consists in reducing 
these or stopping them altogether, but allowing glucose 
freely, and in giving rhubarb and grey powder. 
Paraffin should be avoided as a laxative. The 
‘episodes *”’ must be treated much like an attack of 
acute gastritis. 

(3) Intestinal dyspepsia, sometimes called ‘‘ mucous 
disease,”’ is chiefly met with after the second dentition. 
It is less common than formerly, whilst hepatic 
dyspepsia is becoming commoner. The child will 
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be brought because it is “languid ” and losing weight. 
There is often a pharyngeal cough and there may be 
night sweats. The bowels are constipated and the 
motions show undigested food and excess of mucus. 
The patient is pale, with dark rings under the eyes, and 
the tongue slimy and thinly furred. At intervals 
there may be episodes of lienteric diarrhea, attacks of 
colicky pain of short duration and often coming on 
during meals (so-called umbilical colic), or “fainting ” 
attacks. Intestinal worms are a common complication. 

This form of dyspepsia is apt to simulate chronic 
tuberculosis (abdominal or thoracic), and attacks of 
“umbilical colic” may be wrongly attributed to 
appendicitis. It is chiefly due to excessive con- 
sumption of carbohydrates (especially sugar) and 
“roughage,” and is to be treated by reducing these 


SPECIAL 


GENERAL MEDICAL COUNCIL 


PRESIDENT’S ADDRESS 


IN opening the 137th session of the Council on 
May 23rd, Sir Norman Walker alluded to the death 
of Sir William Taylor, who represented the Royal 
College of Surgeons in Ireland for five years, and the 
loss from the Council of Dr. William Russell, who 
represented for twenty years the Royal College of 
Physicians of Edinburgh, and Mr. Samman, repre- 
sentative of the Society of Apothecaries. Their places 
had been taken by Sir Thomas Myles, Dr. Edwin 
Matthew, and Dr. Cecil Wall. 

“In 1932,” he went on, ‘1545 practitioners were 
registered, and the net addition to the medical register 
was 433. There are now 56,096 registered practi- 
tioners, a number which should allay any fear that 
we have not enough doctors in this country, and 
rather turn our thoughts to the importance of aiming 
at a high standard for the neophytes. The number of 
medical students registered in 1932 was 1947, being 
304 more than in 1931. 

“The Pharmacopeia Commission, which was 
responsible for the preparation of the text of the 
1932 Pharmacopeia, was asked to continue in office 
until the new ship, which had been so successfully 
launched, had, in nautical phraseology, found itself. 
They will continue to act till the end of September. 
You will be asked to approve the nominations of the 
selection committee for the crew of the next 
Commission, which will take over on Oct. Ist. It 
will consist of four old and four new members, and we 
wish them a pleasant and successful voyage. 

* At the end of this session we bid farewell to our 
Registrar, Mr. King. It is 36 years since he entered 
the service of the Council, and there are very few 
members who can remember the Council without him. 
His work was early noted for its carefulness and 
efficiency, and these, in due course, received their 
reward in his promotion. He was appointed assistant 
secretary in 1907; on the death of Mr. Allen, his 
predecessor, in July, 1911, he was appointed by the 
Executive Committee to perform the duties of acting 
registrar, and in November of the same year he was 
appointed registrar by the Council. Our Minutes bear 
witness to the zeal with which he has discharged his 
duties. The Register is an example of what such an 
important document should be, and its accuracy is a 
testimony to the vigilant supervision he has exercised 
over its compilation. The Council is further greatly 
indebted to him for the care he has taken that our 
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and by administering alkalis and bitters before 
meals, and regulating the bowels by rhubarb, cascara, 
or aloes. Umbilical colic and lienteric diarrhea 
yield to small doses of opium and belladonna. 
Although these three main types of dyspepsia may 
be distinguished, it must be remembered that they 
may be combined in varying degree in the same child, 
and treatment may have to be modified accordingly. 
In all forms of dyspepsias in childhood regulation 
of the child’s whole life is necessary, school work may 
have to be curtailed and more rest enjoined, or the 
patient may have to be sent away to the sea (except 
in hepatic cases) or the country. There musi be 
plenty of time for meals, and bolting of food must be 
avoided. When inquiring into and in prescribing 


the diet it is essential to go into details. 


ARTICLES 


Minutes should be an accurate record of all our doings, 
and that reference to them is facilitated by the annual 
indices which Mr. King made his special charge. We 
have also to thank him for a series of excellent 
memoranda, issued from time.to time, dealing with a 
variety of subjects interesting both the public and 
the profession. He has set a high standard of work, 
he hands over to his successor a smooth-running 
machine, and he carries with him into his retirement 
the gratitude of the Council. 


MEDICAL EDUCATION 


“The Penal Cases Committee,” said Sir Norman, 
“have found it necessary to put before the Council 
only a comparatively small number of cases for 
inquiry : none of them suggest that they will occupy 
a great deal of our time, and we shall, therefore, have 
more to devote to what is the main object of our 
efforts—namely, medical education. This is, just 
now, the subject of discussion in nearly every country 
in the world, and, through the courtesy of our friend, 
Dr. Rappleye, every member of the Council has 
received a copy of the report of the (American) 
Commission on Medical Education, for which he is 
mainly responsible. It is, I think, generally agreed 
that no more comprehensive contribution to the 
subject of medical education has been made for many 
a day. Most continental countries have been mainly 
concerned with the problem of a plethora of medical 
students, in excess of the existing equipment for their 
education, and threatening an output of doctors far 
beyond the capacity of each to absorb. 

“We are all—public and profession alike—con- 
cerned that our own country shall have well-educated 
doctors. From the first session of the Council in 
November, 1858, our Minutes bear testimony to 
constant preoccupation with the subject of education. 
The Council, from the earliest years, were very 
zealous. They almost at once began to inquire, in 
the words of the 18th section of the 58 Act, ‘into 
the courses of study and examination’ leading to 
the qualifications which conferred the right of 
admission to the register, and, when they found that, 
in their opinion, some of these courses left much to 
be desired, and that not all the bodies were in agree- 
ment with the Council’s suggestions and amendments, 
they chafed at the apparent limitations of the Act, 
and spent a good deal of time, in the earlier years, 
in drafting an amending medical Bill, which would 
give them the control over the licensing bodies which 
they thought they ought to have. But time broughit 
wisdom ; the hopeless attempt to coerce the bodies 
was abandoned, and the simpler, and what has turned 
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out to be the more successful, way of peaceful per- 
suasion, was adopted. Members come here as 
representatives of different bodies, to pool their 
experiences, to discuss and determine what is best 
for medical education as a whole, and to transmit the 
considered views of the Council to their constituent 
bodies, for their guidance when framing their own 
regulations. 


NEW GRAFTS AND THE USE OF THE PRUNING KNIFE 


“Tt should always be kept in mind that this Council 
is primarily concerned with the minimum qualification 
for admission to the register, and that each licensing 
body is its own master in the matter of further 
requirements. Few bodies are content with the 
minimum, and our progress over the years is due to 
the fact that the example and experience of those 
who introduce advances are available, through our 
system of reports of inspection and visitation, to all. 
We should not, however, forget, when considering 
proposals for making new grafts on the curriculum, 
that one of the most useful of the gardener’s imple- 
ments is the pruning-knife. 

“The Council, when it was young, held very firmly 
that medicine should be a learned, as well as a 
scientific, profession, and they devoted much attention 
to general pre-medical education. Here are some of 
their decisions. In August, 1859, the Council resolved 
that the examination on general education be eventu- 
ally left entirely to the examining boards of national 
educational bodies. ‘The education and mental 
training of the student destined for the medical 
profession ought not to differ from those adopted for 
other professions.’ The Education Committee gave 
their reasons: ‘the provision made for the prepara- 
tory mental education of a large proportion of medical 
students has been confessedly imperfect.’ This 
conclusion was surely confirmed when the naval 
authorities supplied, on request, information regarding 
candidates for commissions as naval surgeons. Here, 
for instance, is the return supplied in 1866 : 

There were 19 candidates, 10 of whom passed. Two, one 

of whom declined to attempt to translate, failed in the 
Classical Examination, a third utterly failed in Preliminary 
Examination, and‘ one was deficient in Latin and Botany. 
Three were ignorant of Anatomy and Surgery, and one of 
Practice of Medicine in addition, and one was ignorant in 
all branches. 
On p. 120 of the second volume of the minutes (May, 
1862), in the report of a committee signed by William 
Stokes, there occurs a now familiar phrase: ‘ These 
considerations, especially when the present and obvious 
overloading of the curriculum of study enforced in these 
countries is borne in mind, make effective supervision 
difficult.’ In May, 1864, the Council recorded its 
opinion ‘Four winter, or three winter and two 
summer sessions, form the course of study, but 
evidence shall be produced that the remaining portion 
of the four years has been passed in the acquisition 
of professional knowledge.’ 


A THOROUGH GROUNDING IN CHEMISTRY 


“One of our main interests this week will be to 
consider a report from the Joint Education and 
Examination Committee on the place of the subjects 
of chemistry and physics in the curriculum. In the 
early ‘sixties the Council intimated that ‘they will 
view with approbation any encouragement held out 
by the licensing bodies to students to prosecute the 
study of the natural sciences, before they engage in 
studies of a strictly professional character.’ On p. 77, 
Vol. iii, 1869, appears this suggestion to the schools : 
whether looking at the t extension of the primary or 
iinenaaet etibaans of Seolidins during the last 40 yom, 
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the subjects embraced in courses of lectures on these sciences 
may not be better arranged and treated than now, so that 
they may be made more applicable than they are at present 
to the practical instruction of medical students, as distin- 
guished from general students. 

Osler, on one occasion, after recalling that Harvey 
was never able to convince anyone over 40 that the 
blood circulated, prophesied of bacteriology that its 
full fruits would not be garnered until the coming of 
a new generation which never knew what it was to 
be ignorant of it. The recent advances of surgery are, 
in large measure, due to this truth, and surgery has, 
thanks to it, perhaps, rather outpaced its twin sister, 
though medicine (and midwifery too) has benefited 
much from the fact that its younger exponents have 
bacteriology bred in their bones. Is it not probable 
that, with biochemistry similarly innate, the rising 
generations will attack many unsolved problems in 
medicine much better equipped than their prede- 
cessors? It seems incumbent on us, who are 
entrusted with an advisory voice in the education 
of medical students, to press for the very thorough 
grounding of the student in chemistry, and, more 
particularly, in biochemistry, as a part of his profes- 
sional curriculum. 


DENTAL EDUCATION 


“This afternoon,” said Sir Norman, “it will be 
one of our duties to consider a specially interesting 
report of the Dental Education and Examination 
Committee. This committee is a committee of the 
Council, and consists ordinarily of those six persons 
who are members of both Council and Board, and as 
its name suggests deals with all matters concerning 
dental education and examination. These the Council 
deals with as it dealt with medical education up to 
1886: there is no provision for ‘inspection’ in the 
Dentists Act of 1878. Information is collected either 
by visitors, members of the Council, or by deputy- 
visitors appointed by the Council. Being convinced 
of the need for fuller information regarding the 
courses of study and examination concerned, the 
committee asked the Council to appoint two deputy- 
visitors, one for the medical, the other for the dental 
parts of the dental curriculum. In 1931 and 1932 Mr. 
Farquhar Macraé and Mr. Rilot were appointed to 
visit, inquire into and report on the examinations of 
all those bodies which give a dental licence or degree. 
The very valuable reports of these two gentlemen 
called for careful and thorough consideration, and it 
was thought advisable to strengthen the committee 
by the addition to its membership of certain other 
members of the Council who had special knowledge 
of the education of dental students. The reports 
showed that there was considerable difference in the 
reading of, and the application of, the existing 
recommendations, and the committee came to the 
conclusion that their complete re-drafting was 
necessary. This accomplished, the proposed new 
recommendations were sent in draft to all the dental 
licensing bodies for their comments and criticisms. 
When these had been received from all the bodies 
the committee took them into consideration, accepted 
some in whole and others in part, and in their approved 
form they will be placed before you later by Mr. 
Sheridan for your approval. 


DICHOTOMY 


**T have only another sentence or two to add: I 
have been informed that the practice of dichotomy 
or fee-splitting, which we have heard is regrettably 
prevalent in some countries, is raising its head in this. 
I wish I could think that my information is incorrect. 
The essence of the offence is that, unknown to the 
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patient, part of the consultant’s fee is paid to the 
practitioner who advised the consultation. The 
commission is thus secret, and the receipt of secret 
commissions is recognised in this country as being 
against the public interest, and is forbidden by our 
Statute Law. A conviction under the Act for 
Punishment of Corrupt Transactions with Agents, 
VI. Edward VII., c. 34, would inevitably bring the 
offender under the jurisdiction of this Council.” 





MEDICINE AND THE LAW 


Damages against Surgeons 


AFTER several days’ trial before Horridge, J., a 
special jury awarded £1000 damages against 9 King’s 
Lynn surgeon and his partner (Hartley and Another v. 
Jackson and Lewin). The plaintiff, a young man of 
17 who sued through his father, sustained a compound 
fracture of the femur in a traffic accident on July 30th, 
1931. There was some delay before he was brought 
on August 3rd to the defendant’s nursing-home, where 
the fracture was reduced. Dr. Reynolds, his medical 
attendant, one of the principal witnesses for the 
plaintiffs, agreed in cross-examination that he was 
satisfied at the time that the fracture had been 
properly reduced. He thought the limb should have 
‘been X rayed to see the effect of the correction. He 
thought there should be some form of traction: he 
himself would have been inclined to risk pin traction. 
He agreed that, on septic infection becoming apparent, 
further manipulation or incision above the knee 
would have been risky. On August 20th the father 
‘removed the patient from the home, signing a 
document that he did so at his own request, and in 
spite of warning by the surgeon that this course 
involved much increased risk. Dr. Reynolds said that, 
after examining the leg next day, he told the boy’s 
mother that the result of the operation was very bad 
and, unless something was done, the boy would be 
a cripple for life. The parents refused to let the 
surgeon see the limb again. The chief dispute of fact 
iin the case was as to the condition of the limb when 
ithe patient was thus taken home. A secondary but 
important controversy arose as to an alleged incident 
on the night of August 7th, when the plaintiffs said 
that the boy’s leg slipped off the foot of the bed 
(owing to its not being properly fixed) and was twisted. 
The defendant and several witnesses for the defence 
denied this incident ; it seems to have been admitted 
that, had the incident occurred, it would have 
amounted to negligence. Mr. E. P. Brockman, 
consulting surgeon to the Westminster and the 
National Orthopedic Hospitals, said that from what 
he saw when he operated on the plaintiff in November, 
ithe fracture could never have been properly set: in 
.a fracture of this sort, where one fragment of the 
bone had pierced a tendon, mere manipulation was 
no good. The defendants’ evidence was that the 
leg was straight when the patient left the nursing- 
home. 

Mr. Justice Horridge told the jury that the law 
applicable to the case was simple. A man who 
professed to be a consulting surgeon must use due care 
and skill. It would not follow that he did not use 
-due care and skill merely because some other surgeon 
would have given different treatment. The surgeon 
gave no guarantee that his treatment would succeed ; 
he was not negligent merely because his treatment 
4lid not succeed. He was not negligent because he 
adopted a method which others would not have 
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adopted, provided that his method was not in itself 
negligent and improper. The judge asked the jury 
to take into account whether it was negligent (a) not 
to excise the wound, (b) not to apply traction to keep 
the bones in position, and (c) not to take X ray 
photographs after the manipulation. His specific 
questions to the jury were: (1) did the incident 
occur as alleged on the night of August 7th; and 
(2) was the defendant guilty of any negligence other 
than that incident? The jury, after an absence of 
one and a quarter hours, answered these two 
questions in the affirmative, and awarded damages as 
already stated. The litigation, it will be seen, yielded 
no decision on the merits of prompt excision of 
damaged tissues in a case of complicated fracture, 
There was merely a hotly contested dispute of certain 
points of fact on which the jury had to take one side 
or the other. 


_ OBITUARY — 
WILLIAM ARCHIBALD YOUNG 


Dr. William Young, whose death in Toronto has 
been announced, was for some 40 years a prominent 
figure in the life of his adopted city. 

William Archibald Young was born in 1866, the 
son of .a well-known Edinburgh practitioner, Dr. 
James Young, and received his medical education 
at Edinburgh University and at University College, 
London, where he qualified L.R.C.P. in 1887. Almost 
immediately he 
proceeded to 
Toronto where he 
was in active 
practice until his 
death. He obtained 
the medical 
degree of 
Toronto University 
and combined the 
working of a large 
practice with 
journalistic 
activity. He was 
prominent in the 
formation of the 
Toronto Academy 
of Medicine and was 
connected at 
different times, 
either in 
managerial or editorial capacity, with the Ontario 
Medical Journal, the Canadian Journal of Medicine 
and Surgery, and the Canada Lancet. Some years ago 
he was elected president of the American Medical 
Editors’ Association, and to quote a correspondent 
writing to us about his career: “he was easily first 
as a medical journal business executive in Canada.” 
In 1898 Dr. Young was elected coroner for the City of 
Toronto, and devoted much energy to the discharge of 
the duties which this appointment brought him. 
His marked capacity for details and his strong but 
sympathetic character made him an ideal director of 
a@ coroner’s court. 

In private life Dr. Young had many friends, for he 
was generous, genial, and sympathetic. He was 4 
lover of all kinds of sport, a good horseman, and 4 
successful exhibitor of horses at various shows in the 
United States as well as in Canada. He died at the 
house in College-street, Toronto, where he had 
resided for 45 years. 





DR. W. A. YOUNG 
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THE LANCET| 


THE PSYCHOTHERAPY INQUIRY 


Ow1nG to the difference of opinion between the 
London Insurance Committee and the Local Medical 
Committee for the County of London as to whether 
the treatment of a patient by psychotherapy was 
inside the Act or outside, a court of referees was 
set up by the Ministry of Health to decide the matter 
under the appropriate regulations. The hearing 
took place on Thursday, May 18th, at the Ministry, 
and the chief feature of the day’s work was the 
extraordinary capacity of the barrister who acted 
as chairman of the court. He put into simple straight- 
forward language the long-winded and often technical 
arguments advanced by expert and inexpert witnesses 
on a subject which the solicitor for the Local Medical 
Committee described as most muddling, an opinion 
endorsed by the clerk of the Insurance Committee. 
But the chairman would say, “Surely, what your 
argument means is so and so ’’—often to the apparent 
relief of the witness in question; and at other times 
he would make it quite clear that the statement of 
the witness involved him in a position that he 
certainly did not intend. He was apparently familiar 
with the main schools of psychological thought, and, 
at the end of the inquiry at any rate, must have been 
equally familiar with the main relations of psycho- 
logy to medical practice. The proceedings were 
conducted in a friendly way by both sides ; naturally 
the Local Medical Committee was anxious that its 
decision should be upheld, while the Insurance 
Committee was mainly anxious that such a tribunal 
as the court of referees should be the responsible 
body for decisions. 

The Local Medical Committee’s Case 

The solicitor to the Committee opened with the 
inquiry whether the court was to look into the 
qualifications of the practitioner to give the psycho- 
therapeutic treatment, or whether it would deal 
only with the question as to whether the treat- 
ment itself was. or was not outside the scope of 
the Act. He said the Insurance Committee had 
not contested in their resolutions that the prac- 
titioner was not qualified as an expert, and he 
therefore assumed that he would not be required 
to prove this as it was admitted by the other side. 
The clerk to the Committee said that it was difficult, 
in the few lines of a committee’s resolution, to include 
all the arguments, but he did contend that there was 
not sufficient evidence that the practitioner was an 
expert, when the court ruled that, as the regulations 
said “‘the matter’? must be referred to them, the 
whole matter and therefore the question of qualifica- 
tion must be considered by them. 

The practitioner, whose treatment gave rise to the 
formation of the court, was the first witness, and 
testified as follows: He had a small panel in North 
London, and same private practice. He had been 
interested in psychotherapy for nearly twenty years. 
He had attended two courses of lectures, each of about 
fifteen days, one in November, 1931, and one in January, 
1932. The lectures lasted approximately about one 
hour, sometimes not somuch. Hesubmitted a long list 
of books on the subject which he had read, and he 
detailed the histories of the four cases which he 
had been treating, recording that some of them 
improved, and others did not improve as much 
as he hoped, although the patients themselves were 
pleased with their progress. He said a diseased 
mind produced symptoms sometimes mental but 
sometimes apparently physical. 


[may 27,1933 1149 


PANEL AND CONTRACT PRACTICE 


The Chairman pointed out that in a syllabus: 
of the lectures in question there were two courses: 
a post-graduate course to help practitioners to- 
understand the subject where the post-graduate 
students were expected to give to their studies at 
least three hours a week for a year; and a more: 
intensive course for those intending to specialise, 
and here at least 12 hours a week for a year were 
required. The practitioner said that when he was. 
treating the patients te which he had referred these 
courses, which were quite new, were not in existence. 

He was questioned about giving the patients the 
option of getting the treatment elsewhere without 
paying for it, and said that the Tavistock clinic 
could not at the time take further patients, so that, 
although he told them of that clinic, he told them 
also. that it was not possible to send them there. 
The treatment of each case took him about one hour’ 
at each attendance. The treatment consisted 
chiefly in discovering the mental outlook which was 
responsible for the symptoms complained of. 

The next witness, a general practitioner in a 
western district of London, said that he knew nothing 
of psychotherapy and would not dream of treating a 
case by this method, which was, in his opinion, entirely 
a specialist service and therefore outside the Act. 

The court by this time had decided not to consider 
the matter ‘from a confidence in doctor or bedside: 
manner point of view,” but to consider only the 
specialised form of psychotherapy such as that. 
required to enable a practitioner to make a psycho- 
analysis of the mind, and the next witness: was: » 
psychotherapeutic expert. He said he had talked 
over the four cases in question and their treatment 
with the practitioner for about an hour, and believed 
that the treatment given was proper in form for the 
types of case. That as far as he could gather in 
that time the practitioner had the requisite knowledge: 
to treat these cases, and he had obviously made a 
study of psychotherapy. The lectures attended 
were very short and would not in themselves make the: 
practitioner an expert, but lectures were necessary, 
if only to prevent actual harm being done. To: 
become an expert took years of experience. 


The Insurance Committee’s Case 


The first witness for the Insurance Committee was. 
the chairman of the Medical Benefit Subcommittee. 
He said it was the first occasion in London, and so: 
far as he knew in the country, of a claim for fees under 
GP 45 of this sort; the claims had hitherto had 
relation to manual dexterity, frequently in connexion 
with operations, where some definite act required 
skill of a special sort. Other claims had related to- 
the skill required to use, together with the possession 
of expensive apparatus, such as X ray plant, but in 
these cases the important matter was held to be skilh 
and experience rather than the possession of the 
apparatus. There had not been, as far as he knew,,. 
any claims under GP 45 for specialist medical services 
such as those given by a general expert physician. 
He held that the highly expert form of such treat- 
ment was outside the Act,and that the requirements. 
to become such an expert could not be met by a 
general practitioner in insurance practice. He did 
not think, on the information before it, that the: 
Insurance Committee could have agreed that these 
two short courses of lectures enabled this practitioner’ 
to consider himself an expert. The Insurance Com- 
mittee viewed with alarm what would happen if any 
practitioner, under contract with the Committee, could 
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attend two short courses of lectures on psychotherapy 
and then claim fees from any insured person whom 
he thought might benefit therefrom, and who would 
agree to pay for the treatment. 

The chairman of the court said that the court 
was fully alive to the possibilities that their decision 
might have, but the regulations had to be administered 
as they stood, and if subsequently found not to be 
satisfactory would then have to be altered. 

The solicitor for the Panel Committee asked the 
chairman of the Medical Benefit Subcommittee 
if he thought that doctors should never be paid 
extra fees for special work, when the reply was that 
it was the function of the Insurance Committee to 
make certain that insured persons were not improperly 
charged fees by doctors who were not sufficiently 
expert to claim them. 

Then followed a well-known expert on psycho- 
therapy who had heard the evidence given in the 
morning. He had obtained his knowledge of the 
subjects largely from experience. There were no 
lectures when he began to take the subject up, and 
hardly any books on the subject. The cases in 
question had apparently been treated skilfully. Of 
those men who took the preliminary course of study 
open to all medical men (three hours a week), 25 per 
cent. were rejected as unsuitable for the more intensive 
course, and they were advised not to proceed to it. 
It had never been regarded that lectures and 
demonstrations by members of the staff constituted 
special training. A practitioner who had attended 
the open course would know more than one who had 
not attended, but he disagreed that he could therefore 
be regarded as a specialist. 

The next witness, too, wag a well-known expert 
on psychotherapy. He would express no views as 
to the treatment given by the practitioner, as he 


had not been present when his evidence was given ; 
he had read about the cases, and without wishing to 
say anything detrimental to the practitioner, he was 
not sure that one of the patients was suitable for the 


treatment given. He agreed with the general views 
on expert psychotherapy expressed by the previous 
witness. Lectures often prevented practitioners from 
doing serious harm to their patients; but it was 
necessary to have a sound knowledge of neurology 
and ability to distinguish organic nerve cases from 
those requiring psychotherapy. 

The next witness was a throat specialist on the 
teaching staff of a London hospital, a member of 
the Insurance Committee and a late chairman of the 
Committee. He thought that general practitioners, 
as well as specialists in other branches of therapeutics, 
did exercise a considerable amount of psychotherapy 
when dealing with their cases, and he did not think 
there was so very much in this specialty. It largely 
consisted in taking a very careful medical history. 
There was a general tendency now to teach students 
a little of all subjects, and he thought it would be 
quite wrong to say that because a doctor was treating 
an insured patient by psychotherapy, therefore he 
ought to charge him for it. He had in mind a very 
capable old doctor in a country practice who always 
treated a patient’s mind as well as his body, and he 
thought this young practitioner here might possibly 
be in the same position in 25 years’ time. 

The last witness for the Insurance Committee 
was a doctor on the London panel, a member of both 
the Local Medical Committee and of the Insurance 
Committee. He had heard arguments at both 
committees on the subject. He did not agree with 
the Local Medical Committee because skill was 
defined in the dictionary as manual dexterity. There 


was no manual dexterity in psychotherapy. Psycho- 
therapy was a medical side of practice. No claim 
under GP 45 had ever been made for specialism in 
medicine as distinct from, say, surgery. The heart 
specialist could not establish a claim for fees under 
GP 45 through either committee for diagnosing and 
treating a heart case, unless he used the eleciro- 
cardiograph, when manual dexterity came in. Other 
and similar examples could be given. He thought 
that, unknowingly, he did himself give psychotherapy 
to his patients by endeavouring to find out the cause 
of their symptoms in their medical history, but he 
would not claim special skill for this, and make a 
charge. He thought from the very nature of their 
cases the patients were not in a position to be able 
to decide whether they ought to pay fees to a doctor, 
who told them that he might be able to help them 
but that, as the service was outside the Act, they would 
have to be charged. In every such case, he thought, 
the patients would agree to pay, and those who had to 
administer GP 45 were very alarmed at such a 
prospect. Claims based on form GP 45 had to be 
submitted to the Local Medical Committee and to the 
Insurance Committee, and there were on the former 
only a few men who knew something about psycho- 
therapy, and very few, if any, on the latter body, 
while there were not, as far as he knew, any experts 
oneither. Yet these two committees had to decide 
whether such a case as the treatment of “ painful 
throat ’ by psychotherapy was a service outside the 
Act for which the patient must pay fees. He thought 
the position impossible. 

The clerk of the Insurance Committee submitted 
that it was the first case of its kind, and a very difficult 
subject, but that it was impossible to do otherwise 
than disagree with the Local Medical Committee. 
The two courses of lectures attended by the doctor were 
elementary, and very different from those designed for 
a specialist’s training. He asked the court to 
find that this particular doctor had not submitted 
evidence of a sufficiently specialist nature to justify 
a charge of fees to insured persons. If the court 
held in this case that a doctor by attending two 
simple courses of lectures was therefore entitled to 
charge fees, when there had been given in evidence the 
fact that 25 per cent. of those men who did attend 
these elementary courses were subsequently found 
not to be suitable men for the specialist branch of 
this treatment, then the Insurance Committee would 
be in the position of having under the regulations 
to pass claims on GP 45 for specialist work by men 
who had been refused further training in that work 
owing to their unsuitability for it. 


The solicitor for the Local Medical Committee 
said it was not often that one of the chief witnesses 
against him gave evidence which completely proved 
his (the speaker’s) case. This witness, an expert 
on psychotherapy, had heard the practitioner's 
evidence as to the types of case in which the treatment 
had been given, and had said it was the correct 
treatment. That proved him an expert. 

The solicitor did not care a jot what was the effect of 
any decision on the regulations or the administration of 
the Act. They must be altered if necessary. His client 
had treated the four cases. A witness on the other side, 
in addition to his own witness, had said he had treated 
them correctly. The other side agreed that the 
specialist form of psychotherapy was outside the Act, 
and therefore his client was entitled to a decision that 
he could charge fees for his work. 

The decision of the court will be announced by the 
Ministry of Health. 
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‘CORRESPONDENCE 


DOCTORS AND DENTISTS 
To the Editor of Taz LANCET 


Sir,—On recent occasions I have given certain 
advice to patients who have consulted me in a dental 
capacity. In two cases the patients told their doctors 
what I had advised, and the latter dissuaded them 
from adopting my advice, but introduced them to 
dentists who advised numerous extractions in 
opposition to my view. Any reasonable dental surgeon 
should be perfectly willing to discuss dental treatment 
with the patient’s doctor, and, if this were desirable, 
to refer the dispute to a consultant whom both parties 
can respect.’ But I do not think the conduct I have 
quoted can be justified, and I ask you to give publicity 
to this complaint in order that similar breaches of 
professional conduct may be discouraged ; for I am 
sure you will agree that the welfare of our patients 
demands that doctors and dentists shall be actuated 
by mutual consideration. 

Iam, Sir, yours faithfully, 
May 17th, 1933. L.D.S., M.R.C.S. 


‘** ACUTE ASEPTIC MENINGITIS ” 
To the Editor of THE LANCET 


S$mr,—The two cases which Dr. F. J. 8. Gowar 
describes in your issue of May 20th (p. 1071) under 
this title raise some points in connexion with the 
differential diagnosis which might be discussed at 
greater length. Dr. Gowar remarks upon the difficulty 
in distinguishing this benign condition from tuber- 
culous and other forms of meningitis, but does not 
mention the other problem which arises—namely, 
the difficulty in distinguishing between this form of 
meningitis and acute poliomyelitis. 

If we consider the various phases in the development 
of acute poliomyelitis we note that in a proportion of 
cases the disease does not go through the full cycle, 
with its short ‘‘initial phase of constitutional 
disturbance followed by signs of invasion of the 
subarachnoid space, and by those of involvement of 
the nervous tissue itself” (F. M. R. Walshe, THE 
Lancet, 1927, i., 326). It is only when the last 
phase is reached that the characteristic paralytic 
phenomena occur, and the cases which fail to go on 
to the full development of this phase constitute the 
clinical varieties which it is customary to describe 
as the abortive or meningitic forms of poliomyelitis. 
In the absence of paralysis the diagnosis of polio- 
myelitis must rest largely on other considerations, of 
which the character of the cerebro-spinal fluid is the 
most important. Here, however, there arises a 
difficulty, for there appears to be no accepted 
criterion of the cytology of the fluid in poliomyelitis. 
It is usually stated in text-books that there is ‘‘ from 
a moderate to a very large increase of cells” (J. 
Collier and W. J. Addie, Price’s “Textbook of 
Medicine,” third ed., p. 137) “ranging from 30 to 
2000 cells per cubic millimetre” (F. M. R. Walshe, 
Conybeare’s “Textbook of Medicine,” second ed., 
p. 865), but there seems to be no general agreement 
as tc the maximum number of cells that may be 
found. Most writers describe the fluid as clear or 
slightly turbid, but a cerebro-spinal fluid which 
contains 2000 to 3000 cells per c.mm. is definitely 
opaque, and when these figures are exceeded it may 
be described as purulent. Where, then, is the line 
to be drawn? The type of cell present seems to be 
of little help in distinguishing between poliomyelitis 
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and other acute infections of the central nervous 
system. Walshe (1927, loc. cit.) says that “early 
and very transiently polymorphonuclear cells pre- 
dominate, giving place within a few hours to a 
lymphocytosis,” while Collier and Addie (loc. cit.) 
remark that “the cells are usually lymphocytes, but 
sometimes polymorphonuclear cells predominate both 
early and late during the pyrexial period.” The 
other characters of the cerebro-spinal fluid—slight 
increase of globulin and normal values for sugar and 
chlorides—do not help much in settling the difficulty 
now under consideration. 

The point which I wish particularly to raise is the 
diagnostic difficulty in those cases where there is a 
febrile onset with general constitutional disturbance 
and headache followed by signs of meningeal irritation 
with a pleocytosis in the cerebro-spinal fluid and 
failure to isolate an organism. On what grounds is 
one justified in refusing to regard such cases as 
examples of incompletely developed (“‘ abortive ” or 
“meningitic”’) poliomyelitis and substituting a 
diagnosis of “‘acute aseptic meningitis”? As an 
example, I may refer to the case of a man, aged 24 years, 
who was recently under my observation. The clinical 
features were in general correspondence with those 
of the cases described by Dr. Gowar, and the illness 
ended in complete recovery without the appearance 
of paralysis at any stage, but the remarkable feature 
was the very large number of polymorphonuclear 
cells (exceeding 3000 per c.mm.) in the cerebro-spinal 
fluid, and the repeated failure to find any organisms 
in the fluid, either by direct examination or on 
culture. If this type of case is to be regarded as an 
example of meningitis and not as an atypical form of 
poliomyelitis, it would seem better to call the condition 
meningitis of unknown cause than to employ an 
unscientific term like ‘“‘ aseptic ” meningitis. 

In Dr. Gowar’s cases, where the pleocytosis was only 
a moderate one and the cells were lymphecytes, it 
seems even more difficult to exclude poliomyelitis 
than in the case to which I have referred, where a 
high concentration of polymorphonuclear cells per- 
sisted in the cerebro-spinal fluid throughout the 
febrile stages of the illness. I would suggest, therefore, 
that meningitis of this nature should be investigated 
from the epidemiological point of view, and that when 
possible contacts should be examined.’ 

I am, Sir, yours faithfully, 

Glasgow, May 21st, 1933. J. NORMAN CRUICKSHANK. 


SYMPTOMS OF ADDISON’S DISEASE IN THE 
COURSE OF PULMONARY CARCINOMA 


To the Editor of Tak LANCET 


Sir,—In his letter which appeared in THE LANCET 
of April 29th (p. 930) Dr. Bortolozzi disputed the 
correctness of the diagnosis made by Poynton, Wright, 
and Laurent that the tumours in two of their patients 
whose histories they related in your columns 
(April 8th, p. 740) were primarily bronchial and 
secondarily suprarenal. He was of the opinion that 
the opposite was true. He based his scepticism 
chiefly on the fact that there was no note in the 
necropsy protocol concerning the state of the peri- 
aortic lymph glands which are the tributaries of the 
suprarenal lymphatic vessels. 

I have had the opportunity of studying a large 
number of patients with carcinoma originating 
primarily in the lungs, a few of which closely resembled 
those described by Poynton and his associates. Some 
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of my patients were admitted to the hospital with 
symptoms characteristic of Addison’s disease, which 
remained the leit motif of the entire clinical course of 
their malady, whereas at necropsy it was disclosed, 
to the surprise of the clinician, that a sizable neoplasm 
and not tuberculosis was present in the suprarenals, 
this being metastatic from a minute bronchiogenic 
eancer. A case (No. 41, p. 215) -illustrating this 
condition was described in detail in my “ Monograph 
on Primary Carcinoma of the Lungs ” (London, 1932). 

The clinical histories and the post-mortem protocols 
as given by Poynton and his co-workers seem to me 
to be convincing as to the bronchial source of the 
tumours in their two patients. Thus, in Case 1, as 
in Case 2 of their report, the neoplasms represented 
solitary masses confined in each instance to one lung. 
Pathognomonic too of bronchiogenic cancer is the 
finding by the same authors in Case 1 that “the 
bronchus to the upper lobe of the right side was almost 
obstructed by a tumour arising in its wall and 
extending outwards into the lung substance of that 
lobe, which was almost completely replaced by a 
large mass of partly necrotic tumour about 8 cm. in 
diameter’’; in Case 2 that “the main bronchus 
was ulcerated in the region of its first bifurcation. 
The bronchus to the upper lobe was much thickened 
by growth, and after coursing for about 1 cm. it 
opened into a large cavity which occupied the greater 
part of the upper lobe.” The literature contains a 
few reports on primary double cancer of adrenals 
with metastases to lungs. My conviction on reading 
these papers was that the tumours in the reported 
articles were primarily pulmonary and metastatic in 
the suprarenals. The French anatomist, H. Rouviére, 
has produced evidence (Ann. d’anat. path., 1928, 
v., 1002) that there is a direct vascular connexion 
between the lungs and the suprarenals. 

In brief, the authors have given us a good report 
on a condition which was correctly identified by them. 
Their remark that the condition was observed and 
described by the great Addison is another interesting 
detail in the article. Indeed, the stream cannot rise 
above the source. 

I am, Sir, yours faithfully, 
New York, May 12th, 1933. B. M. Friep, M.D. 


THE TREATMENT OF BURNS 
To the Editor of Tot LANCET 


Sir,—The pre-Listerian surgeon knew that an 
ulcerated area would heal if it was granulating and 
throwing off “laudable” pus. Since his time it 
has been demonstrated that “laudable” pus is not 
uncommonly sterile on culture. More recently, 
Carrel has shown that a slight degree of infection is 
necessary for the healing of an ulcer, since experi- 
mentally produced ulcers which are kept strictly 
free from bacterial contamination do not heal. 

The principle which at one time led surgeons to 
evacuate pus in every case as soon as it was detected 
has in recent years been modified in its application to 
certain forms of suppuration. Evidence of this is 
found in the marked improvement obtained since 
the war by delay in the treatment of streptococcal 
empyema ; by the Winnett Orr method of treating 
suppuration in bone; by the expectant treatment of 
appendix abscess ; by the method of treating chronic 
leg ulcers by adhesive elastic bandages; and by 
other therapeutic methods which may be quoted 
as examples. Further, it is known that the effective- 
ness of a Thiersch is not destroyed by its being 
applied to a granulating (and therefore suppurating) 
area provided that it is not disturbed for several days. 
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It seems to me that delay in the healing of extensive 
superficial granulating areas is commonly due to the 
damage inflicted by frequent dressings on the delicate 
expanding islets of epithelium which at the growi 
edge consist of a single layer of flattened cells. The 
daily dressing not only pulls away many of these, but 
also increases the risk of contamination by new types 
of micro-organisms which retard healing by increasing 
the pathogenicity of those already present. Moreover, 
in the commonest and most painful type of burn, 
the third degree burn, frequent changes of dressings 
are productive of an unjustifiable amount of pain 
and shock which are badly tolerated by children in 
particular. 

Consideration of these facts would suggest that the 
rational precedure in the treatment of burns by the 
tannic acid method when suppuration has occurred 
beneath the crust is not to remove the crust at once, 
as is commonly advocated, but to leave it in place 
until it is thrown off by the suppurative process. 
Thereafter, whatever type of dressing is used should 
be changed as infrequently as the accumulation of 
discharges will allow. 

I am, Sir, yours faithfully, 
J. A. MARTINEZz. 

David Lewis Northern Hospital, Liverpool, May 19th, 1933. 


PHARYNGEAL DIVERTICULUM 
To the Editor of THE Lancet 


Sir,—-In the course of his interesting article on 
divertieula of the pharynx and esophagus in TuE 
LANCET of May 13th, Mr. Raven makes the statement 
(p. 1012) that if the early stage of the development 
of a pharyngeal diverticulum could be shown by 
radiological means it would be possible to arrest its 
further development by treating the spasm of the 
sphincteric portion of the cricopharyngeus muscle. 

As a result of an investigation, the findings of which 
were published (Brit. Jour. Radiol., 1932, lvi., 640), 
I am convinced that it is possible to detect radio- 
logically even the earliest stages in the formation of 
a pharyngeal diverticulum ; but in view of the fact 
that I was unable to demonstrate any evidence of 
associated. spasm of the cricopharyngeus in such cases, 
I doubt whether the second half of Mr. Raven's 
statement is correct. Spasm of the cricopharyngeus 
as an etiological factor in pharyngeal diverticulum 
has been stressed by many writers but, so far as I am 
aware, no proof of the presence of such spasm has 
been brought forward. The radiological evidence 
does not, in my experience, support the hypothesis 
that spasm of the sphincteric portion of the crico- 
pharyngeus is invariably present in cases of pharyngeal 
diverticulum.—I am, Sir, yours faithfully, 

Manchester, May 15th, 1933. E. D. Gray. 


RELIEF OF TRICHIASIS 
To the Editor of THe LANCET 


Sm,—May I draw your attention to an error in 
your annotation entitled Blindness in Palestine (THE 
LaAnceET, April 29th, p. 919) where it is stated that 
‘of the total operations (1099), only 393 were for the 
relief of trichiasis.’’ These figures refer to operations 
performed in the seven ophthalmic clinics worked by 
Government doctors, whereas the total number of 
operations performed in the St. John Ophthalmic 
Hospital, Jerusalem, was 3716 of which 2136 were 
for the relief of trichiasis. 

I am, Sir, yours faithfully, 
A. M. Hamitron, M.B., Ch.B., 


Registrar, Ophthalmic Hospital, Jerusalem. 
Jerusalem, May 8th, 1933. 
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‘¢ PSYCHOTHERAPY ”’ IN THE DICTIONARY 


To the Editor of THE LANCET 


Sir,—The Shorter Oxford English Dictionary is 
such a friend to the writer that it seems rather mean 
to point out an error in its definitions ; nevertheless, 
it does explain the word “psychotherapy” as “ by 
or pertaining to the treatment of mental or psychic 


disease,” whereas this term really indicates the 
treatment by mental methods of any kind of disease. 
On the other hand, the dictionary’s definition of 
“psychiatry ” as “the medical treatment of diseases 
of the mind ” is one which should commend itself to 
all practitioners interested in medico-psychology. 
I am, Sir, yours faithfully, 
Harley-street, W., May 18th. E. L. HOPEWELL-ASH. 


PUBLIC HEALTH SERVICES 


The Deaf and Dumb 


As a sequel to “A Study of the Deaf” by the late 
Dr. A. Eichholz, recently presented to the depart- 
ments of health and education (see THE LANCET, 
1932, ii., 1122, 1347), the Ministry of Health has issued 
two circulars enforcing the lessons conveyed in it. 
Circular 1337, addressed to county and county 
borough councils, deals with the social welfare and 
employment of the deaf and dumb. Most of the 
adolescents on leaving the special schools obtain 
employment fairly easily under satisfactory conditions, 
but the report made it clear that the various agencies 
which minister to their social and industrial needs 
vary in efficiency, many of them being hampered 
in their efforts by lack of funds and inability to 
employ trained staff. The circular therefore reminds 
sanitary authorities of their liberty under Section 67(b) 
ef the Poor-law Act, 1930, to give judicious support 
to voluntary associations of this kind. It suggests 
that the authorities should ascertain what financial 
assistance is needed to enable the missions to perform 
this ‘‘ placement ” work effectively, assuming proper 
coéperation between them and the special schools. 
The Ministry also endorse the suggestion in the report 
that the welfare of the deaf and dumb inmates of 
poor-law institutions and mental (deficiency) hospitals 
would be better secured if they could be brought 
together. Circular ‘1337a, addressed to maternity 
and child welfare authorities, asks them to give 
attention to the early and continuous treatment 
of infants suffering from ear defects, to consider what 
use can be made of existing facilities, such as welfare 
entres and health visiting, and what additional 
measures are necessary to ensure early detection of 
these defects and diseases. Wherever an aural 
‘specialist is engaged for the school medical service 
‘it is suggested that his services should be available 
also for the younger children. 


L.C.C. Public Health Committees 


The central public health committee of the Council 
has recently appointed a number of important 
central subcommittees for the ensuing year. On the 
Hospital Management subcommittee (consisting of 
15 members) the medical members are Dr. C. W. 
Brook; Dr. F. Lawson Dodd, L.D.S.; Mr. H. L. 
Eason, M.S.; Dr. C. A. Fuller; Mr. Somerville 
Hastings, M.S.; Miss E. Rickards, M.S.; and Dr. 
Henry Robinson. There are also medical men on 
four other subcommittees : Dr. Robinson is a member 
-of the Staff subcommittee (nine members), and 
-an associated member of the Entertainments (Licens- 
ing: Inspection of Films No. 2) subcommittee ; 
Dr. J. A. Gillison is a member of the Planning and 
Development subcommittee (nine members); Dr. 
Fuller and Dr. 8. W. Jeger are members of the Public 
Health (General) subcommittee (nine members). The 
Tepresentatives appointed for the year 1933-34 to 
‘meet with representatives of the London Voluntary 
Hospitals’ Committee are the chairman and vice- 


chairman of the Council, ex-officio, Mr. H. L. Eason, 
Hon. Mrs. Evelyn Emmet, Sir Oscar Warburg, 


Sir George Hume, Mr. L. Silkin, Miss E. Rickards, 
and Mr. Frank Briant. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 


MAY 13TH, 1933 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 
22 (last week 23); scarlet fever, 2008; diphtheria, 
795; enteric fever, 25; acute pneumonia (primary 
or influenzal), 811; puerperal fever, 54; puerperal 
pyrexia, 126; cerebro-spinal fever, 29; acute 
poliomyelitis, 3 ; acute polio-encephalitis, 1 ; encepha- 
litis lethargica, 4; dysentery, 5; ophthalmia 
neonatorum, 69. No case of cholera, plague, or 
typhus fever was notified during the week. 


The number of cases in the Infectious Hospitals of the 
London County Council on May 16th—17th was as follows: 
Small-pox, 64 under treatment, 9 under observation (last 
week, 62 and 1 respectively); scarlet fever, 1587; diph- 
theria, 1575; enteric fever, 11; measles, 404; whooping- 
cough, 443; puerperal fever, 23 (plus 10 babies) ; encepha- 
litis lethargica, 232 ; poliomyelitis, 3 ; ‘‘ other diseases,” 330. 
At St. Margaret’s Hospital there were 10 babies (plus 4 
mothers) with ophthalmia neonatorum. 


Deaths.—In 118 great towns, including London, 
there was no death from small-pox, 2 (1) from enteric 
fever, 44 (3) from measles, 11 (4) from scarlet fever, 
15 (3) from whooping-cough, 26 (3) from diphtheria, 
30 (8) from diarrhoea and enteritis under 2 years, and 
43 (6) from influenza. The figures in parentheses 
are those for London itself. 


Hendon and Bolton each reported 1 death from enteric 
fever. Liverpool reported 19 fatal cases of measles, 
Nottingham 4, Newcastle-on-Tyne 3. Diphtheria was 
credited with 6 deaths at Liverpool; no more than 
elsewhere. 


The number of stillbirths notified during the week was 
293 (corresponding to a rate of 43 per 1000 total 
births), including 55 in London. 


THE SERVICES 
ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Lt. E. A. Gerrard to be Surg. Lt.-Comdr. 


Surg. Sub-Lts. to be Surg. Lts.: J. N. Matthews, S. B, 
Levy, and W. S. McKenzie. 


ROYAL ARMY MEDICAL CORPS 

C. King to be Lt. (on prob.). 

TERRITORIAL ARMY 

Lt. G. B. Matthews to be Capt. 

Supernumerary for Service with O.T.C.: Capt. R. B. 
Green to be Maj., ——. and Lt. J. Whillis to be Capt., 
supern. for service with Med. Unit, Durham Univ. Contgt., 
Sen. Div., O.T.C. 

ROYAL AIR FORCE 


Flying Officer R. L. Raymond is promoted to the rank 
of Flight Lt. 


HONORARY PHYSICIAN TO THE KING 
The King has on the By of Maj.-General 
C. A. Sprawson, C©.1.E., I.M.S., V.H.S., as Hon. Physician 


to the King, in the place of Col. W. H. Leonard, I.M.S., 
who has retired. 
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DIET AT THE SPA 
BRIDGE OF ALLAN AND STRATHPEFFER 


By invitation of Sir Henry Lunn‘and of the London, 
Midland and Scottish Railway a medical party paid 
a visit last week-end to Bridge of Allan and Strath- 
peffer. It has been suggested that Bridge of Allan 
might form a suitable centre for dietetic treatment, 
and Sir Henry is equipping a building for this purpose 
in connexion with the spa. 

The party included Lord Horder, Sir Charlton Briscoe , 
Sir John Broadbent, Sir Ashley Mackintosh, Sir James 
Purves-Stewart, Sir Humphry Rolleston, Prof. S. J. Cowell, 
and Drs. R. J. Campbell, H. Morley Fletcher, Fortescue 
Fox, Gordon Holmes, C. E. Lakin, R. Schofield, Scott 
Stevenson, F. M. R. Walshe, 8S. A. Kinnier Wilson, Chalmers 
Watson, and R. A. Young. 

After viewing the small spa establishment which is 
attached to the hotel by a covered way, the party lunched 
at the Spa Hotel. Lord Mar and Kellie and Mr. W. L. 
Pullar, the Lord-Lieutenant, were present, and the town was 
represented by, among others, vost Dunbar and Mr. 
Alexander Morrison, the town clerk, who has been a warm 
supporter of the spa for many years. 

Sir Wi11amM WItLcox, who presided at the 
luncheon, began by referring to the protected situa- 
tion of Bridge of Allan, which made it available to 
visitors at all seasons, and to the natural waters of 
the spa. Rational dietetic treatment, he said, was 
of special value in association with hydrotherapy, 
and it would be generally agreed that insufficient 
attention had been paid to the diet factor at the 
British spas. It was now known that many acces- 
sory factors in a dietary were essential for the main- 
tenance of health and the cure of disease. It was 
also known that the presence of many mineral 
matters found in natural waters were necessary for 
health. He doubted the advisability of associating 
a spa with any particular form of dietetic treatment. 
Modified fasting, with a suitable spa water, formed 
a ‘“detoxicating cure” which was undoubtedly 
beneficial when excretion was defective. Sir Henry 
Lunn was providing a dietetic annexe to the Spa 
Hotel, where special diets could be studied, pre- 
pared, and measured on lines laid down by the 
physician in attendance. 

Lord HorpER welcomed the opportunity of dis- 
cussing questions of diet at a spa, although at the 
moment there was no local method or procedure of 
diet to form a basis of examination and discussion. 
He emphasised the importance of research work at 
the spas. The British Health Resorts Association 
was formed partly with the object of assisting the 
right development of individual health resorts, and 
he looked forward to great results from its efforts at 
the spas under the able guidance of its secretary, 
Dr. Alfred Cox. It was sometimes necessary in 
recommending treatment at a health resort to make 
the change of life and scene as complete as possible. 
Bridge of Allan in its beautiful surroundings and 
pure air at a distance from great cities might in 
many cases meet that need as well as some of the 
continental spas. A modern spa should, he thought, 
satisfy three main requirements: expert guidance, 
ample facilities for the appropriate methods of 
treatment, and suitable accommodation. Medical 
men must supply the first; the municipality or spa 
directorate should provide the second; the hotel 
industry the third. The prosperity and development 
of the spa must depend upon their close coéperation. 

Prof. 8. J. CowkLt said that there was every 
reason for the close study of diets at the health 
resorts. Much attention was being given to the 
aspect of nutrition concerned with definite deficiency 
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diseases, but there were metabolic disturbances 
operating in many of the chronic diseases which 
were treated at the health resorts. Careful studies 
of the diet factor in such cases would well repay 
the trouble given to them. It should be possible at 
the spa to check metabolic disturbances under 
dietetic treatment. Much was said about elimination 
treatment, but what was the nature of the materia) 
which had to be eliminated ? In order that dietary 
adjustments should be found capable of alleviating 
these and other forms of chronic disease it was 
necessary that facilities should exist for the accurate 
preparation of prescribed dietaries and for the 
careful study of the effects of the particular dietetic 
factors involved in each individual case. 

Sir Henry Lunn referred to the very large number 
of “nature cure” establishments, and said that it 
was high time that the medical profession addressed 
itself seriously to dietetic cures, and especially to 
the question of periodical fasting. He had himself 
found great advantage from it for more than ten 
years, not only in reduction of unnecessary weight, but 
as a relief from hepatic and rheumatic symptoms. 
The want of clear conceptions in these matters was 
shown by the fact that doctors were oft in disagree- 
ment about the diet of the same case. ‘ 

In the afternoon the party was shown over Stirling 
Castle, and later drove to Pitlochry, where they 
were entertained at the Atholl Palace Hotel by 
Mr. Holdsworth Lunn. 

Speaking at Pitlochry, Dr. FortEescur Fox said 
that the aim of the British Health Resorts Associa- 
tion was the development of the health resorts of 
the country in such a manner as to meet the demands 
of twentieth century medicine. Referring to Lord 
Horder’s diagnosis of the requirements of the modern 
spa, he held that the medical contribution must be 
everywhere first and foremost—expert advice. The 
provision of facilities to meet the particular indica- 
tions of the spa, as well as the right kind of accom- 
modation, would certainly follow when the medical 
lead was given. To show the way in which the 
movement of spa development was going in other 
countries he instanced continental establishments 
where consulting-rooms were provided for specialists 
from neighbouring cities; others where universities 
had set up research institutes and were doing 
valuable work for the public and the health resort 
by guiding and encouraging investigations both in 
the chronic diseases under treatment and in the 
methods of treatment themselves. There were 
again many other important spas where thé physician 
spent his off-season leisure in experimental and clinical 
studies in hydrological laboratories. By one means 
or another it was desirable that the British spas 
should meet those of other countries on equal 
terms. 

On leaving Pitlochry the party became the guests 
of the London, Midland and Scottish Railway. A 
journey by special train to Gleneagles was followed 
by a pleasant rest in the Company’s hotel, and golf 
on the fine plateau in bracing air. Strathpeffer was 
reached the next afternoon. The visitors were at once 
received at the little hospital by the hon. medical 
staff, Dr. Arnot Bearn, Dr. A. H. Napier, and Dr. P. D. 
Thomson. Eighteen patients were already in resi- 
dence, mainly from Highland parishes, and generally 
suffering from one form or another of arthritis. 
Mr. Jas. Johnstone, who has been hon. secretary of 
the Hospital for 33 years, warmly welcomed the 
party. Only cases requiring sulphur waters and 
baths were received, he said, and thanks to an 
endowment these boons were available for needful 
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persons in various parts of Scotland for a very small 
payment. The Mineral Waters Hospital was greatly 
appreciated in many remote parishes. Sir William 


Willcox, responding, expressed the pleasure of the 


NOTES ON CURRENT TOPICS 


Cancer Hospital Bill 


In the House of Lords on Thursday, May 18th, 
the Cancer Hospital (Free) Bill was read a second 
time. 

The Royal Assent was given to the Housing 
(Financial Provisions) Act, 1933, the Housing (Finan- 
cial Provisions) (Scotland) Act, 1933, and the Pro- 
tection of Animals (Cruelty to Dogs) Act, 1933. 


HOUSE OF COMMONS 
WEDNESDAY, MAY 17TH 
Motor Drivers and Physical Defects 


Sir NickoLtas GRATTAN-DoYLE asked the Minister of 
Transport if he would amend the Road Traffic Act, 1930, 
so that when a person charged with driving a vehicle while 
under the influence of drink was found not guilty of this 
offence on grounds of suffering from a physical defect, 
which might make him incapable of having proper control 
ofa motor vehicle and a danger to other users of the highway, 
the court might order such person to be disqualified from 
holding or obtaining a licence for such period as the 
thought fit——-Mr. OLIVER STANLEY replied: I do not thi 
the suggested amendment of the Road Traffic Act, 1930, 
is necessary in view of the provisions of Subsection (4) of 
Section 5 of the Act. This subsection empowers the licensing 
authority in a case such as that mentioned by my hon. 
friend to revoke the licence if their attention is drawn to it 
either by the magistrates, the police, or anyone else. 


THURSDAY, MAY 18TH 
Motor Noise Offences in London 


Mr. Lovat-FRASER asked the Home Secretary if he was 
aware that 9871 fewer summonses on the application of the 

lice for motor noise offences in the Metropolis were issued 
in 1932 than in 1931 ; and whether this was due to a decline 
in the actual number of such offences or to the fact that the 

lice had not taken action where such noises had occurred.— 
ir Joun GrumMour replied: The Commissioner of Police 
informs me that this reduction in the number of summonses 
is accounted for partly by an extension of the system of 
giving verbal warnings or written cautions in certain types 
of cases instead of issuing summonses, but that-there was 
also a considerable decline in the total number of cases 
dealt with. It is not possible to ascribe definite reasons 
for this decline, but it may be attributed partly to an 
improvement in the ition as regards noise offences, and 
partly to the fact that the police—and particularly the 
motor patrols—are concentrating more on the various 
offences against the provisions of the law which relate to 
safety oul the prevention of accidents. 


Ex-Borstal Inmates and Institutional Treatment 


Mr. DonNER asked the Home Secretary the percentage 
number of ex-Borstal inmates reported as having been 
teformed through institutional treatment during the past 
year; and what ey of time was allowed to elapse before 
the lads were included in the figure as having responded to 
ttaining.—Sir JoHN GitMouR replied: The usual method 
of estimating the result of Borstal training is to ascertain 
how many heve kept free from conflict with the law after 
not less than two years at liberty. The last review on this 

was made in 1930 when, of 609 persons disc 
from Borstal institutions for the first time in 1928, it was 
found that approximately 60 per cent. of them had not been 
ed in court again during a period of two years. I 
tegret that corresponding figures for 1931 and 1932 are not 


available. 
Physical Condition of Policeman 

Mr. McENTEE asked the Home Secretary if the medical 
advisers of the Metropolitan police force had indicated 
the agcs during which a constable should be in the highest 
physical condition; and whether, having regard to the 
Prolonzation of life as shown in recent statistics, a man 
aged 50 years was no longer to be considered fit to do the 
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party in visiting this interesting institution. The spa 
establishment with its peat and douche and sulphur 
baths and accessory forms of treatment were visited 
on the following day. 


INTELLIGENCE 


normal duties of a policeman.—Sir JoHn Grmoour replied : 
The answer to the question is in the negative. But I would 
suggest that the hon. Member should refer to the White 
Paper in which the reasons for instituting a short service 
class of constables in the Metropolitan Police have been 
explained, and he will see that the case for this proposal 
is not based on merely medical considerations. 


Inquests Held in Camera’ 

Mr. Cocks asked the Home Secretary whether his attention 
had been called to a tendency amongst coroners to hold 
inquests, especially in cases of suicide, in camera; and 
whether he would issue a circular to coroners expressing 
the: view that in the public interest all inquests, save in 
exceptional cases, should be held in public.—Sir Jonn 
GILMouR replied: I am not aware of any such tendency, 
and I have no authority to offer coroners any advice on this 
matter, which is one for their own discretion, having 
to the circumstances of the particular case. 

Mr. Cocks: Has the right hon. gentleman no authority 
to issue a circular to coroners? Cannot something be done 
in = _— interests to see that these inquests are held in 
public 

Sir J. GmuMour: I have no reason to think that the public 
interest is in any eg, | being interfered with. 

Mr. T. Wri11AMs: Is it not the case that my hon. friend 
has been misinformed and that neither of the two inquests 
he has in mind was held in camera ? 

Sir J. Giumour: I believe that is the case. 

Mr. LoGan: Does the right hon. gentleman not deprecate 
these sensational press announcements in regard to these 
cases of suicides, as not being for the public good at all ? 

Sir J. Gumovur: I think that it is most undesirable that 
these cases should be gone into in the manner in which they 
are gone into sometimes. 

Mr. Cocks: Does the right hon. gentleman not remember 
the “brides in the bath” case, where the murder was 
detected only because the inquests were held in public ? 

Mr. WiiuiAMs: Is the Home Secretary also aware that 
where these cases have been gone into in public several 
similar cases have followed almost immediately ? 

No further answers were given. 


Sickness and Unemployment Benefit 


Mr. BucHANAN asked the Minister of Health whether 
he could make arrangements to close the gap between the 
cessation of sickness benefit and the commencement of 
unemployment benefit in cases where insured persons 
had Seon referred to ional medical officers.—Sir BE. 
Hitton Youne replied : have now made arrangements 
whereby an insured person who is summoned for examination 
by a regional medical officer will be advised to see his own 
doctor on the morning following his examination. The 
doctor will then have received the report of the regional 
medical officer, and if that officer is of opinion that the 
insured person is fit for work, and the doctor agrees, he 
will so inform the insured person, with the result that he 
will be able to attend at the employment exchange the 
same morni and claim unemployment benefit. As 
sickness benefit will be payable up to and including the date 
of examination by the regional medical officer, there need 
no longer be any gap during which no benefit is payable 
provided that the claimant satisfies the usual conditions. 


TUESDAY, MAY 23RD 
Medical Examination of Accused Men in Scotland 


Mr. McGovERN asked the Secretary of State for Scotland 
if he was aware that in the recent free-speech case at Queen’s 
Park, Glasgow, one of the men, when arrested, was suffering 
from serious heart trouble, but, in spite of his condition, was 

ut in a cell; that the police surgeon only came two and a 
hours later and found his condition dangerous; that 

the other five men and one woman were taken next day to 
the central police-court and lodged in a cell with criminals 
of various kinds ; and if he would put an end to such treat- 
ment of persons arrested for minor offences, in view of the 
fact that the charges against four of the persons failed.— 
Mr. SKELTON replied : I am informed that the man to whom 
the hon. Member refers was lodged in the police station 
at 9.18 P.M. on “—— 26th on a charge of obstructing the 
police, and that he made no complaint of heart trouble. 
Almost immediately thereafter friends of the accused man 
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arrived with a doctor who was allowed to examine him, 
Thereupon the police surgeon was sent for, and, after 
examining him at 10.30 P.M., reported that, while his heart 
was somewhat irregular, he was fit to be detained and able 
to plead to any charge preferred against him. The man was 
liberated on bail immediately after the police surgeon’s 
examination, his total period of detention at the police- 
station being one and a half hours. As regards the third 
part of the question, I am informed that the persons referred 
to were sent to the central police office for trial at the 
stipendiary magistrate’s court on April 28th, and that while 
in the central police office they were not placed along with 
other persons in custody. On consideration of the facts 
there appears to be no ground to justify any further action. 


New Factories Established by Foreign Firms 


Replying to Mr. GRAHAM WuitTEe, Mr. RUNCIMAN 
(President of the Board of Trade) stated that during the 
period November, 1932, to April, 1933, 57 new under- 
takings which were established in this country by or with 
the assistance of foreign concerns, at the end of April 
were employing 1533 people. A small number of aliens 
were also employed by these concerns under permits issued 
by the Ministry of Labour. The total number of these 
new undertakings established since November, 1931, and 
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in production at the end of April, 1933, was 254. y 

estimated by the promoters of these undertakings that the 
present number of their employees (10,883 at the end of 
April) would rise to over 17,000 when the factories were 
fully occupied. Among the products made by these new 
factories were spectacle frames, adhesives, chemical powders, 


dietetic foods, surgical instruments, and pharmaceutica¥ 
products. 


Occupation of Subsidised Houses in Scotland 


Mr. WEDDER3URN asked the Secretary of State for 
Scotland what action he intended to take in cases where 
local authorities had intimated that they proposed to take 
no steps to put into force the recommendations of the 
consultative council on health services regarding a means 
test for tenants of subsidised houses.—Mr. SKELTON (Under 
Secretary of State for Scotland) replied: In the circum- 
stances referred to, local authorities are being asked to 
furnish the Department of Health with lists showing the 
occupations of the tenants of their subsidised houses, and 
where a scrutiny of these lists indicates that some of the 
tenants may be of the well-to-do class, my right hon. friend 
proposes to press the local authorities for action in 
accordance with the recommendations of the consultative 
council in their recent report. 


~MEDICAL NEWS — 


University of Oxford 


Application is invited for the May fellowship and reader- 
ship in medicine. Particulars of this appointment were 
given in our issue of April 29th (p. 935). Further information 
will be found in our advertisement columns. 


University of Cambridge 


Dr. F. R. Winton has been recommended to be the first 
holder of a readership in physiology to be established from 
Oct. 1st. In our last issue this information was wrongly 
given under the heading of the University of Oxford. 

A Sheild professorship of pharmacology has been instituted, 
and named after the late Mr. Marmaduke Sheild, of Downing 
College, surgeon to St. George’s Hospital, who bequeathed 
a large sum in trust for the medical school of the university. 
Prof. Edward Mellanby is selected as the first professor, but 
the professorship may, at the discretion of the trustees, 
terminate with his tenure. 


University of London 


At a meeting of the Senate on May 17th Mr. C. A. Mace, 
since 1930 head of the department of experimental psychology 
in the University of St. Andrews, was appointed university 
reader in psychology at Bedford College, and the title of 
university reader was conferred on Miss Katharine H. 
Coward, D.Sc., lecturer in biochemistry at the College of 
the Pharmaceutical Society. 

The degree of D.Sc. in vital statistics was conferred on 
Miss H. M. Woods, a recognised teacher of epidemiology 
and vital statistics at the London.School of Hygiene and 
Tropical Medicine. 

The Dunn exhibitions in anatomy and physiology for 
1933 were awarded respectively to Mr. J. C. B. Bone 
(Middlesex Hospital Medical School) and Mr. J. S. Horn 
(University College). 


University of Leeds 


Dr. William MacAdam has been appointed to the chair of 
clinical medicine. 


A duate of Glasgow, Dr. MacAdam qualified in 1909 and 
was elected F.R.C.P. Lond. last year. He is assistant physician 
and pathologist to the General Infirmary at Leeds, and clinical 
lecturer and lecturer in metabolic medicine in the University. 
His published work includes studies of digestive function and 
disorders of the blood. 


Royal College of Surgeons of Edinburgh 


At a meeting of the College held on May 17th, Mr. J. W- 
Dowden, the president, in the chair, the following candi- 


dates, having passed the requisite examinations, were 
admitted Fellows :— 


Robert William Agnew, M.B.Glasg.: Ernest Llewellyn 
Godfrey, M.B.Edin.; Cecil Samuel Gross, M.B. Lond. ; 
Khagendra Krishna Ghosh, M.B.Calcutta; Robert Harvey, 
M.B. Glasg.; Donald MacLennan, M.B.Aberd.; Edward 
Kenmure Mclean, M.B.N.Z.; David Elmore Orchard, M.B. 
N.Z.; Percy Israel Peltz, M.R.C.S. Eng. ; Basil Ainslie Porritt, 
M.B. N.Z. John Myrtle Sanson, M.B. Edin.; John Pate 
Semple, M.B.Glasg.; Stanley James Scott, M.B. Glasg. ; 
pone = Herbert Solomon, M.B. Adelaide; Frederik Daniel 
Jacobus Viljoen, M.B. Cape Town ; and Hugh Wilson, M.B. Belf. 


The following candidates received the higher dental 
diploma :— 

A. D. MecHaffie, H. E. B. Mash, G. B. Brummitt, and W. R. 
Logan. 


University of Dublin 


The Senate of the University of Dublin last week decided 
on the honorary degrees which it will confer on visitors to 
Dublin at the. time of the meeting of the British Medical 
Association in July. Degrees will be conferred as follows : 
Se.D., Dr. Emil Novak and Dr. Gordon M. Holmes; M.D., 
Mr. Henry Souttar and Dr. E. K. le Fleming. 


A Studentship in Laryngology 


On July ist there is a vacancy in a Bernhard Baron 
research studentship tenable in the Ferens institute of 
oto-laryngology at the Middlesex Hospital. Details are 
given in our advertisement columns. 


Society of Medical Officers of Health 


At a general meeting of this society, held on May 19th, 
Dr. Charles Porter, medical officer of health for Marylebone, 
was unanimously elected president of the society. He will 
take office on Oct. Ist. 


National Temperance Hospital 


The eighth annual Macalister lecture will be delivered at 
this hospital, Hampstead-road, London, N.W., on Thursday, 
June 22nd, at 9 P.M., by Sir Frederick Hobday, principal 
of the Royal Veterinary College. He will speak on Animals 
as Patients, and medical practitioners and their friends are 
invited to attend. 


Institute of Medical Psychology 


A short course of lectures on the Approach to the Psycho- 
neuroses, for practitioners and medical students, will be held 
at the new premises of this institute (formerly the Tavistock- 
square Clinic), 6, Torrington-place, London, W.C., from 
June 12th-24th. The lectures will be at 4.45, 5.45, and 
8.15 P.M. daily from Monday till Friday, and there will be 
demonstrations on the Saturday afternoons. Further 
particulars may be had from the hon, lecture secretary at 
the institute. 


A Provident Scheme and Municipal Hospitals 

The Sussex Provident Scheme, which was started in 
1921 by the late Dr. J. F. Gordon Dill, has made great 
progress. At the end of last year there were 33,803 contri- 
butors and 43,171 dependents, and £20,000 was distributed 
during the, year to the codperating hospitals and allied 
institutions. By this method of voluntary insurance 
contributors provide for hospital benefit and additional 
medical services for Ghmadives and their dependents. 
During the 12 years of its existence over £110,000 has been 
distributed, and similar schemes have been started in 
London and other districts. At the annual meeting on 
May 6th an extension of the scheme was announced. It 
has been*sarranged with the Sussex public assistance com- 
mittee that members of the scheme will now be able to 
receive free hospital treatment at a number of former poor-law 
infirmaries. Sir Arthur Jennings, chairman of the meeting, 
explained that the scheme had originally been intended to 
help the voluntary hospitals and not to distribute money 
for the relief of rates. He therefore urged all members 
still to use voluntary hospitals in preference to municipal 
hospitals wherever possible. It was stated that municipal 
hospitals must by law obtain certain information about 
the means of its patients, but such information would im 
no way affect a member’s position under the scheme. 
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London Hospital Medical College and Dental School 


The prizes and certificates awarded during the current 
academic year will be presented by the Very Rev. W. R. 
Inge, dean of St. Paul’s, on Tuesday, June 27th, at 3 P.M., 
in the college library. 

Buchanan Hospital, Hastings 


There was a net deficit last year of £2100, but ordinary 
income increased by £1645, which was to a great extent 
accounted for by larger receipts from patients. There were 
1367 in-patients and the bed days rose from 26,904 to 
29,406. Though out-patients have increased there has been 
aslight fallin attendances. The overdraft has been reduced 
by £9000 by the sale of stock. 


Royal East Sussex Hospital 


At the annual meeting of the governors it was announced 
that the maintenance fund showed a deficit of £2876, which 
was largely due to repairs. The cost per in-patient to the 
hospital had risen from £8 19s. in 1931 to £10 1s. 1d. in 
1932, and per out-patient from 7s. 5d. to 8s. ld. During 
the year large school premises had been bought and con- 
verted into a nurses’ home. Lady Brassey was re-elected 
president. 


Dr. Barnardo’s Homes 


At the annual general business meeting of Dr. Barnardo’s 
Homes, National Incorporated Association, held on May 17th, 
it was stated that 113,236 destitute boys and girls had 
entered the homes up to the end of last year, and that 
1735 boys and girls and babies were admitted in 1932— 
1531 permanently and 204 temporarily—and 8420 children 
were in residence. These included 1323 babies under 5; 
1187 boys and girls under industrial and technical instruc- 
tion ; and about 400 in training for the navy and mercantile 
marine. There are 410 children who are sick, crippled, or 
afflicted, and several hospitals, hospital homes, and con- 
valescent homes are attached to the work. During the 
year a new convalescent home was opened at Bognor Regis. 
During last year 1562 young people were placed out in life, 
and 16,427 children and young people were dealt with. 
The homes have no waiting list and no voting system. The 
head offices are at 18, Stepney-causeway, London, E.1. 


Royal Society of Medicine 


The President and Mrs. Warren Low received Fellows 
and their guests at 1, Wimpole-street, on the evening of 
May 17th, when Dr. R. G. Canti showed a film illustrating 
the behaviour of cells and explained his observations to a 
large and appreciative audience. The film was in several 
parts. The first showed independent fibroblastic cells 
growing in culture. Next Dr. Canti demonstrated the 
growth of cells in the aggregate, beginning with the dividing 
ovum and ‘passing on te the morula and the primitive streak 
of the embrye. In collaboration with Miss Honor Fell, 
of the Strangeways Research Laboratory at Cambridge, 
he exhibited the growth of a femur removed from a chicken 
embryo, and transferred from culture to culture. Finally 
he showed the cells of Jensen’s rat sarcoma growing in 
culture and the effect on them of exposure to radium. In 
proposing a vote of thanks Mr. W. Girling Ball referred to 
tthe embryological photographs and said he had been 
astonished te find that they confirmed the very improbable 
diagrams he had been shown as a student. 

Section of Radiology.—The second annual dinner of this 
section was held on May 19th, the chair being taken by 
Dr. Russell Reynolds, the president, who proposed the 
health of Lord Dawson and the other guests. He welcomed 
Lord Dawson as one who had a wider knowledge of radiolo; 
than most physicians and surgeons, and one to whom the 
section owed very much. Its membership to-day was 60 
per cent. greater than that of the old section of electro- 
therapeutics and balneoclogy. Lord Dawson, in reply, 
expressed his profound belief in the value of radiology 
to medicine and in its future, sketching the remarkable 
progress the science had made. The next step would be 
the application of cinematography to X ray work. He 
urged the importance of the human factor and the recog- 
nition of the variations between different individuals. 
Medicine, he said, would be dead on the day that it ceased 
to study the subjective. Mr. Warren Low, proposing the 
health of the section, sketched its history and foresaw the 
day when the departments of diagnosis and therapeutics 
would become divorced, though he ee it would not 
be yet. Dr. R. S. Paterson, president-elect of the section, 
replied, urging the leaders of the subject to attend the 
meetings which at present were largely composed of pro- 
vincial members. he law of radiological meetings stated 
categorically that the number of meetings a radiologist 
failed to attend varied inversely as the square of the distance 
of his residence from 1, Wimpole-street. 
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Irish Medical Schools and Graduates Association 


The annual luncheon of this association will be held 
at the Hibernian Hotel, Dublin, on Wednesday, July 26th, 
at 1 pm. The chair will be taken by Dr. T. Gillman 
Moorhead, president of the association. Tickets may be 
obtained from Dr. Falkland L. Cary, 67, Kine’s-road, 
Harrogate, or Mr. F. J. Henry, 23, Upper Fitzwilliam-street, 
Dublin. The luncheon is open to non-members. 


Pay Beds at Leamington 


Thirteen wards for private patients, built to mark the 
centenary of the Warneford Hospital, Leamington, have 
been formally opened by Sir Holburt Waring, president of 
the Royal College of Surgeons. Sir Holburt said that he 
had found the best facilities for the institutional treatment 
of the middle and upper classes in Toronto. 


Donations and Bequests 


The late Miss Mary Ann Smith, of Hove, left by will 
among other bequests £200 to the Sussex County Hospital ; 
£100 to the West-street Lying-in Hospital; £500 to the 
Cripples Home for Females, Marylebone-road ; £1000 to 
the Royal Orthopedic Hospital; £1000 to the National 
Hospital for the Paralysed and Epileptic; £2000 to the 
Children’s Hospital, Shadwell; £1000 to the Walton-on- 
Thames Convalescent Home; and £5000 to the London 
Temperance Hospital.—Under the will of the late Mr. 
Richard Rideout Beard, of Cairo, and the Junior Carlton 
Club, S.W., the testator left £500 to the General Hospital, 
Birmingham, and £500 to the Midland Counties Home for 
Incurables. 


New Sussex Hospital for Women and Children 


On March 30th, at the annual meeting of the governors 
of this hospital in Brighton, it was announced that the 
ordinary expenditure in 1932 exceeded the ordinary income 
by nearly £2000, and but for the receipt of legacies the 
financial position would have been serious. The hospital 
had now 60 beds, and the reorganisation which had been 
carried out during the year had greatly enhanced the value 
of the institution and facilitated the work. In-patients in 
1932 numbered 754; out-patients, 3004. 


An International Hospital in Syria 


The thirty-fourth annual meeting of the Lebanon Hospital 
for Mental Diseases, Asfuriyeh, near Beirit, was held in 
London last Monday. Dr. E. W. G. Masterman, chairman 
of the London general committee, who presided, began by 
referring to the 24 years’ service of the present medical 
director, Prof. H. Watson Smith. The outstanding feature 
of the year, he said, was the completion of an artesian well 
nearly 400 feet deep, which had been started in December, 
1923, but held up by many difficulties; the new supply 
had come at a fortunate time, for the rainfall this year 
had only amounted to 11 inches instead of the average 36. 
From 85 beds in 1920 the hospital had grown to 250 at 
the present time, but it was greatly overcrowded, and 
further houses were badly needed. Each house accom- 
modated 40 patients, with staff, and now cost about £2500 
furnished. There were already seven main buildings for 

tients, contributed by four different nations. Dr. Henry 

ellowlees said he was struck by the mass of acute cases 
with which the hospital dealt, as shown by the large pro- 
oe = of admissions and discharges. (Admittances were 
71 during the year and discharges 159, and 394 patients 
had been under treatment.) In most mental hospitals the 
average proportion of admissions to daily resident population 
was about one-quarter ; at the Lebanon Hospital it appeared 
to be just three-quarters, which pointed to constant activity 
and fruitful work. The report showed a remarkably low 
death-rate and a remarkably high recovery-rate. (Recovered 
43, relieved 55, not improved 41, not insane 3, died 17.) 
Syria, although a malarious country, seemed to show a. 
steady increase in general paralysis of the insane, whereas 
in England it was on the down grade. Mr. Oscar Darton, 
the treasurer, referred to the steady support given by the 
French Government in Syria and in the large increase in 
payments on behalf of patients, although about 10 per cent. 
of all the patients were still maintained free of charge. 
Mr. Jean Massip expressed his belief that the French 
nation would yet have its part in this splendid international 
hospital, and pointed out that the failure to do so hitherto 
was largely due to the French conception and tradition 
of State-supported hospitals, the idea of a voluntary hospital 
being quite strange in France. The meeting closed with some 
words from Dr. Frederick Waldmeier, a son of the Swiss 
missionary to whom the conception and foundation of the 
hospital were due, and from Lieut.-Col. H. G. L. Wortabet, 
I.M.S. retd., son of the first chairman of the executive 
committee in Beirit. 
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Royal West Sussex Hospital 


When presiding over the annual meeting of the governors 
of this hospital at Chichester the Bishop of Chichester said 
that while appreciating the care that was being taken of 
the peovle by the existence of cottage hospitals within the 
range of the Royal West Sussex Hospital, he thought that 
the lesser institution could never fully take the place of 
the greater, and the work of the latter must be maintained 
at all costs with no diminution of facilities or staff. Friends 
of the smaller must take care not to impair the well-being 
of the greater institution. He considered that smaller 
hospitals were something in the nature of luxuries, and 
he hoped there would be no shortsighted starting of local 
contributory funds that would lead members to withdraw 
their support from the parent and central hospital. Codérdina- 
tion of finance and treatment by means of a joint hospital 
planning committee would be sound. The annual report 
of the governors expressed much uneasiness at the succes- 
sion of deficits covering many years. These were met by 
drawing on capital and legacies, but it was recognised that 
this could not go on indefinitely. Every avenue for the 
raising of money was being explored, and great hopes were 
being entertained from the various efforts of the ‘‘ Help the 
Hospital Committee.” 


St. George’s Hospital 


At the annual meeting last week, Prince George, the 

resident, referred to the possible sale of the hospital, 
Soames of inadequate accommodation, and the erection of a 
new building elsewhere. The whole subject, he said, is 
under review, but owing to the prevalent depression, a ‘few 
years may elapse before the hospital can be disposed of for 
its proper value. He was presented with a gold medal 
which has been struck to celebrate the bi-centenary of the 
institution which is to be observed in the week beginning 
June 26th. There will be a thanksgiving service and a 
reception on June 27th, and a dinner at the Mansion House 
on July 5th. The committee which has considered the 
possibility of receiving paying patients has reported against 
it “‘ because of the irreparable damage to the medical school 
resulting from an appreciable diminution in the number 
of beds.”” Moreover, the Charity Commissioners’ restriction 
of the charge to private patients to £7 7s. per week, inclusive 
of medical and surgical fees, is. too low to make private 
beds an economic proposition.”” A scheme has been pre- 
pared for the prevention of undue crowdin: - the out- 
patients’ department on certain days of the wee roviding 
a steady daily stream of patients. About rtf as been 
paid by patients, but one-third of the total are “ absolutely 
necessitous,”” and are treated free. Last year there were 
5266 in-patients whose average stay was 21-82 deys. The 
average weekly cost of each patient was £4 8s. There was 
a deficit for the year of £4097, owing to the smaller total of 
legacies. The bank overdraft exceeds £35,000. 


Medical Diary 


Information to be included in this column should reach us 
4n proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, ee 
TUESDAY, May 30th.—8 P.M., PATHOLOGY. 

Meeting at the Farm Laboratories of the je apettal 
Cancer Research Fund and of the National Institute 
for Medical Research at the Ridgeway, Mill Hill. 
Communications. G.W. Dunkin : Cultivat on of Johne’s 
Bacillus. C. drewes, . E. Gye, and yp « 
of the Rabbit. W. E. 
to Fowl Tumours 
made by Injections of Normal Fowl Blood-cells. 
Demonstrations. L. Foulds: The Histopathology 
of Fowl Tumours. R. J. Ludford: The Identification 
of the Cells Emigrating from Tumour ents in 
Tissue Culture. A. F. Watson: The Influence of 
Fresh Liver Diet on Experimental Carcinogenesis. 

Animal houses, &c., will be on view to Members. 
Fripay, June 2nd.—LARYNGOLOGY and OTOLOGY. Summer 
Meeting vy be held in Edinburgh with the Scottish 
oer of Oto-Laryngology. 9.30 a.M., Papers. Mr. 
C. Ormerod: The Pathology and "Treatment of 
Malignant Growths of the Bronehi. Mr. J. P. Stewart : 
Progressive Granulomatous Ulceration of the Nose, 
ending Fatally. Mr. John Simpson Hall: Perforating 
Grenelome of the Hard Palate. Mr. J. P. Monkhouse : 
Partial snpegenante Stomach. 2.30 P.M., Clinical 
Meeting. 7.30 P.m., Dinner followed by a Reception 

at the Royal “scottiah Academy Gallery. 

SaTURDAY.—9.30 A.M., Papers. Dan McKenzie : 
Erysipelas in Relation to Oto-laryngology. Dr. de 
Kleijn : Disturbances of the Movements of the 
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Alimentary Canal after Unilateral Labyrinth-extirp ation 
in Cats. 11.30 a.M., — and demonstration in the 
various Edinburgh Clini 


ROYAL INSTITUTE OF a HEALTH CONGRESS. 
TUESDAY, May 30th-June 4th.—Congress at Eastbourne, 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


FELLOWSHIP OF MEDICINE AND POST- GRADU ATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MonDAY, May 29th, to SaturpAy, June 3rd. . SLEY 
HOSPITAL, Denmark-hil!. Course in Psychological 
Medicine, every afternoon.—CHELSEA HOSPITAL FoR 
WoMEN. Course in Gynecology, mornings and/or 
afternoons.—LONDON LocK HOSPITAL, Soho. Course 
in Venereal Disease. Afternoons and evenings.— 
MEDICAL Society OF LONDON, 11, Chandos-street, 
Cavendish-square. Lecture on Cataract Extraction 
by Lieut.-Colonel R. H. Elliot at 5 p.m. on Wed. 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 


Monpbay, May 29th.—10 a.M., Medical Wards. 11 a.m., 
Surgical Wards. 1.30 P.M., Gynecological Wards. 
2 p.M., Medical, Surgical, Eye, and Gynecological 


Clinics. 4.15 P.M., Dr. Post: X Rays of Bone Diseases, 
TUESDAY.—10 A.M., Medical Wards. 11 A.M., Surgical 





Wards. 2 p.M., Medical, Surgical, and Throat C linics. 
4.15 P.M., Mr. Green-Armytage : Clinical Types of 
Endometriomata. 

WEDNESDAY. -» Medical and Children’s Wards- 
— s Clinic. 2 P.M., Medical, Surgical, and Eye 

cs 

THURSDAY, June ist.—10 aA.M., Neurological Clinic. 

11 A.M., Fracture Clinic. 2 P.M., Medical, Surgical, 


Eye, and Genito-urinary Clinics. 

Frmay.—10 a.M., Skin Clinic. 12 noon, Lecture on Treat- 
ment. 2 P.M., Medical, Surgical, and Throat Clinics, 
Si P.M., Mr. Sinclair: The Surgical Aspect of Gastric 

cer. 


Operations daily at 2 p.m. The lectures at 4.15 P.M. are 
open to all medical practitioners without fee. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 

WEDNESDAY, May 31st.—4 P.m., Mr. L. O’Shaughnessy : 
Surgery of the Thorax. 
ST. PETER’S HOSPITAL FOR STONE, Henrietta-street, W.C. 
WEDNESDAY, May 3ist.—3 P.m., Mr. A. C. Morson : Relation 
of Genito-urinary Symptoms to Diseases of the 
Digestive System. 
NATIONAL HOSPITAL, Queen-square, W.C. 
TUESDAY, May 30th.—6 P.M., Dr. Martin : Familial Diseases, 
THURSDAY, June Iist.—6 P.m., Dr. Walshe : Poliomyelitis 
and Herpes Zoster. 
ST. MARK’S HOSPITAL, City-road, E.C 
THURSDAY, June Iist.—4.30 P.mM., Mr. L. E. C. 
Simple Strictures of the Rectum. 
LONDON SCHOOL OF aes, St. John’s Hospital, 
49, Leicester-square, Cc 


MonpDay, May sok. a P.M., Dr. es & ame Thomson : 
Common Skin Diseases in Child 
WEDNESDAY.—5 P.M, Dr. J. A. Seah: 


MANCHESTER ROYAL INFIRMARY. 
TUESDAY, May 30th.—4.15 p.m., Dr. Crighton Bramwell: 
Causes of Heart Disease. 
EYE INFIRMARY, Glasgow. 


WEDNESDAY, May 3ist.—4.15 pP.m., Mr. W. 
Pollock and Dr. H. S. Martyn: Eye Cases. 


Norbury : 


“animal Parasites. 


B. Inglis 





_ Appointments 


GARLAND, Hugh G., M.D. Leeds, M.R.C.P. Lond., has been 
appointed Hon. Physician to the Leeds Public Dispensary. 


Yelsh National School of Medicine, Cardiff: GouGu, Jethro, 
M.D. Wales, Lecturer in Pathology; Harrison, C. V. 
M. B., ae Views, ot bay I in Pathology ; and 

D’ABRE EU, A Ch. » F.R.C.S. Eng., Junior 

Assistant in A ‘Sureical Unit 


Metis | Referees enter. the ome" . Fae ensation Act: 

'ALLUM, M.B., Ch.B poze. aa 

Court District) ; and eee T. 2 oes. 
(Brecon County Court District). 


London County Council Hospital Staff.—The following appoint- 

ments, promotions, and transfers are announced. -M.0. 

¢. ) and (II.) =assistant medical officer, Grades I. and II. 
Temp. =temporary. 


Samar} E. T., M.B.Lond., F.R.C.S. Eng., A.M.O. (I.), St 





CARLESS, Eleanor M., M.R.C.S., Temp. A.M.O., St. Mary Abbots. 
Hu, R. A., M.B. Lond., A.M.O. (I.), Hackney. 
Jotty, W. W., M.B. Adelaide, A.M.O. (II.), St. George-in-the 
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KaInES, Gwendolen, M.B. Melb., A.M.O.(II.), Norwood 
Children’s. 
Lewis, D. L., M.B. Camb., A.M.O. (II.), St. Mary, Islington. 


Kinc, Emma J., M:D. Lond., A.M.O.(I.), St. Alfege’s. 
Mason, J. H. G., M.B., M.R.C.P. Lond., A.M.O. (I.), St. Alfege’s. 
MORRISON, D. M., M.B. Belf., A.M.O. (II.), Highgate. 
PoRTEOUS, Margaret I., M.B. Edin.; A.M.O. (II.), Dulwich. 
Priest, W. M., M.B., M.R.C.P. Lond., A.M.O. (II.), Archway. 
SmiTH, Constance B., M.R.C.S., A.M.O. (II.), St. Benedict’s. 
THOMPSON, B. C., M.B. Camb., A.M.O. (II.), St. Luke’s, Chelsea. 
Witson, S. L., M.B. N.Z., F.R.C.S. Eng., A.M.O. (1.), St. Mary, 
Islington. 
J. T., M.B. Lond., A.M.O., South Western. 
London County Council Laboratory Staff.—The following have 


been appointed or promoted assistant pathologists in 
group laboratories at the hospitals mentioned :— 


GLEDHILL, T. N., M.R.C.S., Lambeth Hospital. 

Harpy, Eric, M.R.C.S., D.P.H., Mile End Hospital. 

Morris, I. B., M.B. Camb., Archway Hospital. 

OweEN, T. K., M.B. Sheff., M.R.C.P. Lond., Lewisham Hospital. 


WYBOURN, 


V acancies 





For further information refer to the advertisement columns 


Altrincham General Hosnital.—Jun. H.S. At rate of £120. 
Ayleafors Kent, Preston Hall Sanatorium.—Jun. Asst. M.O. 


Bedford “Cow ounty Hospital.—First and Second H.S. At rate of 
£165 and £140 respectively 
conn and Midland ay Hospital. —Res.M.O. Also Res. 


uno Officer. 
“> - University.—Faculty of Medicine, Lecturer in 


1 Diseases. 

I ay Royal Susser County Hospital.—Hon. Asst. Oto- 
rhinolaryngologist and Hon. Clin. Asst. to Dental Dept. 
Brighton Sa ium and — Disease Hospital.—Jun. 

Res. M.O. At rate of £15 


iy University, Dept. of Weise Med.—Clin. Pathologist. 


Bristol, Winford Orthopedic Hospital.—Hon. Asst. Surgeon and 
Hon. Dental Surgeon. 
Cancer Hospital, Fulham-road, S.W.—H.S. At rate of £100. 





Chelsea Hospital for Women, Arthur-street, S.W.—Jun. H.S. 
At rate of £100. 

Connaught Hospital, Walthamstow, E.—Res. H.P. Also Res. 
Cas. O. Each at rate of £100. 

Denbigh, North Wales Counties Mental Hospital.—Asst. M.O. 

Doncaster Royal Infirmary.— H.S. and Cas. H.S. Each £175. 

Fr H and off ursing Home, 237, ” Fulham- road, 
Chdiees. S.W.—Res. M.O. At rate of £250. 

Greenwich, Dreadnought Hospital.—_H.P. and H.S. Each at 


rate of £110. 
Greenwich Metropolitan Borough. —Jun. Asst. Maternity and 
Child W. elfare. M.O. £50 
Hackney Hospital, a" -street, E.—Asst. M.O. £350. 
Hampshire C. C.— Asst County M.O. £600. 
oe for Epilepsy and Paralysis, Maida Vale, W.—Med. Reg. 
—— | ier Sick Children, Great Ormond-street, W.C.—H.P. 
H.S. Each at rate of £100. 
Hosrat for Women, Soho-square, W.—Res. M.O. At rate of 


Huddersfield Royal Infirmary.—H.S. At rate of £150. 





Hull Royal Infirmary.—Cas. O. £150. Also H.P. for Sutton 
Branch. £160. 
me 4 West Middlesex County Hospital.—Res. Asst. M.O. 


Kingston-upon-Hull Maternity Home and Infants’ Hospital.— 
Jun. Res. M.O. At rate of £100. 

Lancaster County Mental Hospital.—Asst. M.O. £500. 

Liverpool Hahnemann Hospital, Hope-street.—Res. M.O. At 
rate of £100. 

Liverpool University.—Lecturer. £600. 

ae 7 — Hospital, Rice-lane.—Third Sen. Asst. Res. 

London ey Council.—Four Temporary District M.O.’s. 


£150-£300 

London Homeopathic Hospital, Great Ormond-street, W.C.— 
Res. M.O, £100. 

penton Hospital, E.—First Asst. and Reg. to Children’s Dept. 

Mane: hester, Ancoats Hospital.—Hon. Radiologist. AlsoH.P. At 
rate of £100. Also Clin. Asst. to Ear, Nose, and Throat 


Dept. 10s. 6d. per clinic. 
Manchester Babies’ Hospital.—Sen. Res. M.O. At rate of 


£ 

Manchester City.—Asst. Tuberculosis O. £650. 

Manchester University.—Prof. of Dental Surgery and Director 
of Dental Hospital. 

paris Drayton, Cheshire Joint Sanatorium.—Res. Asst. M.O. 


50. 
Middlesex Hi ital, W., Ferens Institute of Oto-Laryngology.— 
__ Bernhard mn Research Studentship. £300. 
Nelson oy Merton, S.W.—Two Res. H.S8.’s. Each at rate 
Noru i. Norfolk and Norwich MHospital.—Three H.S.’s. 
£1 
Oldhem, Boundary Park Municipal Hospital.—Res. Asst. M.O. 
At rate of £200. 
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one Unive niversity.—May Fellowship and Readership in Medicine. 


Paddington Hospital, Harrow-road, W.—Asst. M.O. £350. 
Portsmouth, Royal Hospital.—Cas. O. At rate of £130. 
~~ Biddulph Grange Orthopedic Hospital.—Sen. and Jun. 
H.S.’s. At rate of £250 and £150 respectively 
ioe nga = ke Hospital for Children, St. Quintin- 
W.—H.P. d H.S. Each at rate of £75. 
Quest Mary’ 's phy xx im Sue East End, E.—Cas. 0. At rate of 
P.’s and H.S.’s. All at rate of £120. 


olin 4  ospital for Children, Hackney-road, E.—H.P. and 
Cas. O. Each at rate of £100. 
Royal Eye Hospital, St. George’s-circus, S.E.—Hon,. Physician. 


Royal London City-road, E.C.—Asst. 
Surgeon. 

Royal Waterloo Hospital for Children and Women, Waterloo-road, 
S.E.—Hon. Clin. Asst. for Rheumatism Supervisory Clinic. 

St. Helen’s Hospital, Lancs.—Jun. H.S. £150. 

St. Leonard’s Hospital, Hoxton-street, Shoreditch, N.—H.P. At 
rate of £80. 

City-road, E.C.—Clin. 


St. Mark’s Hospital for Cancer, &c., 
St. — 's Hospital for Women and Children, wicaaaeted E.—Hon. 


Ophthalmic Hospital, 


Assts. for Out-patient’s Department. 


*hysician. 
St. Mary’s Hospital, W.—Med. Reg. £200. 
St. Mary’s a Institute of Pathology and Research, 


W.—Research Studentship. At rate of £200. 

Salford Ropal Hospital. —Two H.S.’s to Special Depts. h 
at rate of £125 

Sheffield Children’s *yoepital.—Res. M.O. £175. 

Sheffield, Jessop Hospital for Women.—H.S. for Maternity Dept. 
At rate of £120. Also H.S. At rate of £100. 

Southampton, Royal South a and Southampton Hospital.— 
Cas. O. At rate of £15 

South Eastern Hospitat for Children, Sydenham.—Jun. Res. M.O. 
At rate of £120. 

Southend-on-Sea General Hospital.—Sen. Res. M.O. £300. 

Warrington Infirmary and Dispensary.—Jun. H.S. £175. 

Western Ophthalmic Hospital, Marylebone-road, N.W.—Jun. 
H.S. At rate of £100. 

West London Hospital, Hammersmith-road, W.—H.P. 
H.S.’s., and Res. Anesthetist. Each at rate of £100. 

York, North Riding Mental Hospital.—Res. Asst. M.O. £350. 


The Chief Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at Ruthin (Denbigh), Truro 
(Cornwall), Beonehioy (Kent), and at Islington. 


Two 





Births, Marriages, and Veaths 


BIRTHS 
Gray.—On May 15th, at Bentinck-street, London, W., the wife 
of Dr. A. Richardson Gray, Bognor Regis, Sussex, of a son. 
GrREIG.—On May 17th, at Palmeira-avenue, Hove, the wife of 
Dr. A. H. Greig, of a daughter. 
NEAME.—On May 18th, at 
Essex, the wife of C. 
of @ son. 


STUTTAFORD.—On May 14th, at Horning, Norwich, the wife of 
W. J. E. Stuttaford, M. o., M.R.C.S., of a son. 





*“ Rosemont,” Buckhurst-hill, 
Stanley Neame, L.D.S. R.C.S. Eng., 


MARRIAGES 


GRAVES—SYKEs.—On May 18th, 1933, 
Southport, T. C. Graves, M. F.R.C.S. , of Rubery-hill, 
Birmingham, 4 Kathleen A. H. Sykes, M.D., D.P. 
daughter of J. H. Sykes, M.D., and Mrs. Sykes, of "Birkdale, 
Southport. 

MARSH—SANDERSON.—On May 15th, at St. Mary’s Church, 
Long Preston, Dr. E. H. Marsh, of Long Preston, Yorkshire, 
to Maud, eldest daughter of the late Mr. and Mrs. William 
Sanderson, of Rathmell, Yorkshire. 


DEATHS 
ANDERSON.—On May 2I1st, at his home in Highbury, Rev. 
William Jenkins Webb Anderson, M.D., Ch.B., D.T.M., 
aged 62. 
BRADFORD.—On May i. at a 
Cordley Bradford, M.B my + P., aged 81. 


N.B.—A fee of 718. 6d. is inthe for the insertion of Notices of 
Births, Marriages, and Deaths. 


at St. Andrew’s, 


Acock’s Green, 


REFUGEE JEwisH Doctors.—At the recent annual 
meeting of the London Jewish Hospital, Stepney Green, 
it was stated that the governors had been asked if 
the hospital could provide for Jewish doctors and 
students coming to England. No salaried posts are 
available, but posts are being made for a limited number 
of dressers and clerks in wards. Last year there were 
70,585 out-patient attendances. The overdraft has been 
reduced from £12,000 to £6388; the annual cost per bed 
was £160. 
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THE POOR-LAW SICK WARDS 


By W. D. BUSHELL 


BARRISTER-AT-LAW ; FORMERLY ONE OF THE GENERAL 
INSPECTORS OF THE MINISTRY OF HEALTH 


On a recent reckoning the poor-law sick wards of 
England and Wales contained over 90,000 beds, 
and the voluntary hospitals only 30,000. Unlike 
those at infectious hospitals these 120,000 beds would 
be continually full. Most of the poor-law sick 
wards were separate departments of more compre- 
hensive poor-law institutions (workhouses) which 
‘had ceased to be the resort of able-bodied persons 
.and whose adult inmates consisted in about equal 
numbers of sick people in the sick wards and of infirm 

eople, mostly aged, in the other wards. But in 

mdon, and to a small extent in the provinces, 
‘the poor-law sick wards and non-sick wards some- 
times formed two completely separate institutions. 

The Local Government Act of 1929 indicates that 
the voluntary hospitals should be regarded as part 
-of a public and national provision of hospital accom- 
modation. This attitude will generally be accepted 
as reasonable, although these hospitals are neither 
ea nor managed by any department of the 

tate. In the form of payments for services rendered 
the voluntary hospitals are already tending to 
become dependent on grants of public money, and 
the precedent of the voluntary schools in educational 
administration suggests that as years go by the 
voluntary hospitals may be slowly and imperceptibly 
absorbed into a State system. It would however 
be financial recklessness to hasten this absorption 
by discouraging voluntary management and the 
voluntary contributions which go with it. More- 
-over, irrespective of finance it would be bad policy 
to discourage a system around which so much 
enthusiasm, public spirit, and devotion are centred. 


Allocation of Acute and Chronic Cases 


As between these two groups of institutions the 
chronic sick have been by custom allotted to the 
poor-law sick wards and the surgical and acute sick 
to the voluntary hospitals. It may here be observed 
that an illness is defined as acute if its onset, its 
progress, and its termination are rapid and severe, 
and the very usual rule of so many voluntary hospitals 
that no patient should stay in for more than eight 
weeks is in keeping with this definition. In 1929 
the accommodation for the chronic sick which was 
provided in the poor-law sick wards was sufficient ; 
‘Indeed there was quite a widespread but erroneous 
belief that the poor-law had at its disposal many 
useful but vacant beds. But in some areas the 
voluntary system had not been able to supply all 
the accommodation that was needed for the surgical 
and acute patients, and consequently the poor-law 
organisation had been compelled to extend its scope 
to include these. This development was specially 
marked in the outer suburbs of London, also in London 
‘itself, and in some of the larger provincial cities, 
though the poor-law sick wards in the rural areas 
and in the smaller towns were still limiting themselves 
to chronic patients. The poor-law was maintaining 
-& very small number of separate hospitals which were 
doing nothing but surgical and acute work, but in 
most of the hospitals and sick wards in which they 
were doing some surgical and acute work it was in 
close association with their usual chronic cases. A 
not unreasonable guess would be that one in ten of 
the 90,000 poor-law sick beds were occupied by 
surgical and acute patients, but it is impossible to 
be very precise about this because the line of demarca- 
tion between acute and chronic is not precise. The 
administrative problem is therefore, while accepting 
our excellent existing system of chronic hospitals 
hitherto under the poor-law, to collect together 


‘administrative formalities, 


into a single ordered system both the voluntary 
hospitals and also such poor-law hospitals and sick 
wards as are doing surgical and acute work. 

In some parts of the country the word hospital 
always means an institution under voluntary manage- 
ment for the acute sick, and the word infirmary 
means a poor-law institution for the chronic sick, 
This convention is useful but is far from being 
universal. Generally there is great confusion in 
the use of these words, and Parliament itself has 
recently gone so far as to enact that the word hospital 
should be applied also to the asylums. In this 
country administrative organisation is planned after 
public discussion, and public discussion will be 
confused and unintelligent until each institution has 
a title expressed in such a form as to indicate and not 
to obscure its aim. 

Hospitals for infectious diseases have long been 
maintained by town and district councils. These 
hospitals are for obvious reasons conducted as 
separate institutions and away from all other sick 
and healthy persons. Also logically they differ 
from other hospitals in being concerned with public 
health as distinguished from private or_ personal 
health. In the ‘nineties of last century the courts 
decided rather unexpectedly that the Public Health 
Act of 1875, which empowered the town and district 
councils to provide these hospitals for infectious 
diseases, also empowered them to provide accident 
and general hospitals. In practice however the 
councils continued until 1929 to confine themselves 
to providing for infectious diseases, and only one 
or two of them conducted small accident hospitals. 
The councils have also of more recent years added 
to their resources sanatoria for the much less infectious 
disease of tuberculosis. It is the Public Health Act 
of 1875, Section 131, which empowers the councils 
to provide these hospitals at the expense of the 
rates, and in the technical language of administrative 
law they are said to be provided by virtue of the 
Public Health Act. 

New Nomenclature under the 1929 Act 

Thus previous to the Local Government Act of 
1929 the sick were conveniently distributed, the 
acute to the voluntary hospitals, the chronic to the 
poor-law sick wards managed by the boards of 
guardians, and the infectious to separate hospitals 
managed by the town councils. It was the duty 
of the legal advisers of these bodies to know that it 
was the Poor Law Acts which empowered the 
guardians, and the Public Health Acts which 
empowered the town councils to maintain their 
hospitals, but this technicality was of no great 
importance in daily administration. Now ifa hospital 
proclaims itself to be a hospital for the chronic sick 
or for accident cases or for tuberculosis or for any 
other disease it is proclaiming an intelligible aim, 
but unfortunately the Act of 1929 has given rise to 
a novel nomenclature and to a class of hospital 
proclaiming itself first and foremost to be a hospital 
conducted by virtue of a certain Act of Parliament, 
a description which does not disclose any intelligible 
aim nor indicate the place of that hospital in any 
ordered system. In particular, it is suggested that 
si¢ék wards hitherto conducted under the Poor law 
Act by a board of guardians should, following 02 
certain solemn and somewhat expensive legal and 
schemes, declarations, 
appropriations, resolutions, and so forth, be deemed 
to be conducted under the Public Health Act. 

The intention of the legislature is difficult to guess. 
They may have thought that by importing the 
Public Health Act they would give a personal authority 
to the medical officer of health to rule over these 
sick wards and over the medical officer in charge of 
them, an object however which has been otherwise 
attained by the much simpler method of inserting iD 
the poor-law order an article constituting the medical 
officer of health the medical adviser of the public assist- 
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ance committee. They may have thought, but if so 
probably erroneously, that if this assistance purported 
to arise under the Public Health Act it would be 
readily accepted by many people who would regard the 
same assistance given in the same buildings under the 

















































































































al Poor Law Act as being beneath their dignity. The 
= Act of 1929 might have proposed some real change 
Yy in the _poor-law sick wards, such as the admission 
k. of additional social and medical classes, or in the 
g way of more expensive buildings or an increase in the 
in number of doctors or nurses, but it does in fact 
aS merely offer the same wards under the new and not 
al very illuminating title of ‘‘ Public Health Hospital,’’ 
is or ‘‘ Hospital provided by virtue of the Public Health 
er Act.’”” Up to 1929 when the hospital provided by 
be virtue of the Public Health Act was an infectious 
as hospital and the hospital provided by virtue of the 
ot Poor Law Act was a chronic ‘hospital then these 
legalities corresponded to certain realities, but this 
en is no longer the case. The important result of 
se affixing this new label to the former poor-law sick 
as wards is to suggest to the new managing committee 
ck that they are expected to do something new, and yet 
fer there is nothing in this label to indicate what new 
lic aim they are expected to pursue. Unfortunately 
ral the new thing to do which comes most readily to 
rts hand is to compete with the local voluntary hospital 
ith for the surgical and acute work of the neighbourhood, 
ict a course which would only make for administrative 
Us disorder. This relabelling of the poor-law sick 
ont wards is far more likely to emphasise the idea of 
the competition with the voluntary hospitals than the 
ves more orderly idea that each group, poor-law and 
ne voluntary, has its own appropriate functions. 
oe Drawbacks of a Three-fold Division 
ous The Act of 1929 suggests that within the organisa- 
Act tion of the local council the management of all the 
cils sick should be pointedly dissociated from the manage- 
the ment of the remainder of the indoor poor. This is 
ive amistaken policy. As between the three big classes 
the of the adult indoor poor, the non-sick, the chronic 
sick, and the acute sick, the important cleavage of 
management should be the old-established cleavage 
of between the acute and the chronic. The Act seems 
‘ie to desire that immediately any inmate of the non- 
the sick wards should become sick, even in a remote 
of rural workhouse, he should straightway be carried 
tals away to another institution and be treated there. 
uty This policy would be expensive and is very unlikely 
t it to be welcomed by the aged poor. Hitherto to 
the every institution for the non-sick adult poor there 
hich has been attached sick wards arranged at least 
heir adequately for the chronic aged type of sick, and 
rent this arrangement must of necessity be continued. 
vital It has been found convenient in the past that the 
sick association between the sick wards and the non- 
aay sick wards of a poor-law institution should be very 
br close, so much so that it has been common to keep 
mo the sick wards continuously full, and only when new 
pital sick admissions were actually arriving to make room 
ital for them by transferring to the non-sick wards a few 
— of those in the sick wards who least needed nursing. 
zible More often the poor-law sick wards and the poor- 
‘any law non-sick wards have formed part of a single 
that institution, but even when the sick wards have been 
lew tge enough to justify the organisation of them as 
pot & separate institution they have generally been 
fom situated in the immediate vicinity of the non-sick 
a wards, and always both the sick wards and the non- 
AO ed sick wards have been under the management of the 
em same administrative body—that is, the guardians. 
= The buildings now available have been planned with 
the this association in view. The outcome of the Act 
b= of 1929 is that the two groups of hospitals, the poor- 
rend law and the voluntary, doing chronic and acute 
— work respectively, are to be regrouped into three 
8 pre gtoups, the poor-law, the public health, and the 
TW: in Voluntary. There is no room for, nor any intelligible 
vical 4m for, this new group of so-called public health 
pow hospitals in between the other two existing groups. 











Acute hospitals are more expensive than chronic 





hospitals, for they need to be fitted up with X rays, 
violet-rays, laboratories, operating rooms, &c., and 
as this expensive apparatus is of no service in the 
treatment of the aged chronic patients it is uneco- 
nomical to fill any of the beds of the acute hospital 
with chronic patients. If any patient is found in the 
chronic hospital who might benefit by any of this 
expensive apparatus he can be transferred to the 
acute hospital as indeed has been the general custom 
in the past, but to duplicate this apparatus in the 
chronic hospital would be extravagant. Also, older 
and rather cheaper buildings are generally sufficient 
for the proper treatment of the chronic sick as 
compared with the newest and most expensive build- 
ings which are needed for the best modern surgical 
work. It is true that more hospitals are needed 
than formerly. This is both because improved roads 
and motor ambulances have facilitated the removal 
of. patients to hospital, but still more because the 
extension of medical knowledge and the growth of 
surgical skill together with the increased skill of 
nurses has made it more and more worth while to 
enter a hospital. Nevertheless the need for more 
beds is apt to be overstated at each successive call 
for subscriptions by a voluntary hospital. Any 
new hospital will fill up at once as treatment in 
hospital is generally so superior to treatment at home 
that the patients’ friends will desire it for him, 
although the superiority may not be enough to 
justify the heavy public expense involved. The 
regulation of the granting and refusal of admission 
to the various classes of hospital probably needs more 
thought than it has recently received. 

Further, it is sometimessuggested that the voluntary 
hospitals provide for a class which is of higher social 
standing than those who enter the poor-law sick wards, 
Now no one is in an institution for medical reasons 
only, but always for reasons which are partly medical 
and partly arise out of home and financial conditions. 
In the three types of institution, non-sick poor-law 
wards, chronic hospital, and acute hospital, home 
reasons for admission are in each case progressively 
less and medical reasons progressively more important, 
and consequently the number of patients from better 
homes may be a bit above the average in the acute 
hospital, and a bit below the average in the non-sick 
poor-law wards, while striking the average in the 
chronic hospital, but social differences are not at all 
great. The voluntary hospital probably ranks higher 
in popular estimation than the poor-law hospital, 
but that is not due to the system under which it is 
managed much less to the particular Act of Parlia- 
ment, poor-law, or public health, with which it 
purports to be connected,.it is due to the wonderful: 
degree of success which nowadays attends the treat- 
ment of surgical and acute cases, a degree of success 
which is impossible amongst the chronic sick. 


A Better Means of Reaching the Same End 


Into the poor-law sick wards the admissions come 
partly from the adjoining non-sick wards and partly 
direct from the patients’ homes outside. In the 
towns especially very large numbers are brought in 
for the last few weeks or months of their natural 
lives when the work of nursing has become too difficult 
or too laborious for the resources of home. The 
fact that the Registrar-General’s returns show very 
numerous deaths in poor-law sick wards but very few 
in voluntary hospitals illustrates that it is chiefly 
the aged and incurable who resort to the poor-law 
sick wards as compared to the rather younger people 
temporarily ill or needing a surgical operation who 
resort to the voluntary hospitals. The average 
length of stay in a voluntary hospital is not more 
than a couple of weeks, whereas the aged and 
incurables in the poor-law sick wards may stay for 
months or even years. The work of the surgical 
and acute hospital, expensive though it is, is often 
of economic value to the country, for it restores so- 


many of its patients to full health and working 
strength, but the work of the chronic hospital is 
rather one of charity, public or private, for the patients. 
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are not generally of a medical class to which it is 
possible to restore complete health and working 
efficiency. It is sometimes urged that the acute and 
chronic patients should be treated in the same institu- 
tion in order to give the nurses a more varied 
experience, but this object can quite well be attained 
by the transfer of nurses in succession to acute, 
chronic, and infectious hospitals. 

On the other hand, there is this very strong reason 
in favour of separating acute from chronic that the 
surgical and acute sick are not only more interesting 
professionally, but also more cheerful personally, 
so that if the two classes are treated in the same 
building there is always a certain danger that the 
chronic may be neglected in favour of the acute sick. 
Further, it must be noted that while treatment and 
cure are the essential features of an acute hospital, 
it is rather care and maintenance which is the pre- 
occupation of the chronic hospital. The line of 
demarcation between the acute and the chronic is 
not indeed very clear-cut, but it is more clear-cut than 
that between the chronic sick and the non-sick indoor 
poor. The plan of allotting the acute and the chronic 
respectively to the voluntary hospitals and to the sick 
wards of the poor-law institution was never planned 
by Government. The fact that it has grown up 
unplanned is evidence that it is convenient. 

he Act of 1929 might well have indicated a policy 
of grouping the hospitals according to the aim whic 
they were intended to pursue, that is, according to 
the class of patients which they were to take, it is 
unfortunate that the Act effects little except to 
confuse the public by labelling some of the hospitals 
according to an Act of Parliament under which it 
is proposed that they should purport to be conducted. 
The invocation of this Act does, however, involve 
a dissociation between the management of the 
chronic sick and the management of the non-sick 
indoor poor, a dissociation which has in some cases 
reached the absurdity of arranging that two parts 
of a single institution should take their orders from 
two different committees and from two different 
departments of the town hall, and which is also 
inconvenient, even when the chronic sick wards do 
constitute a genuine separate institution, for the 
reason that the inmates of the non-sick wards and 
of the chronic sick wards are such very similar people. 
The real problem is how to deal with such acute 
and surgical work as has come to be added to the 
great system of chronic—that is, poor-law—sick 
wards ; how to associate these accretions to the poor- 
law more closely with the voluntary hospitals and 
to divorce them a little from the poor-law sick wards ; 
how are the town and county councils to supple- 
ment the surgical and acute work of the voluntary 
hospitals without entering into extravagant competi- 
tion with them ; what conditions are to be laid down 
as those under which the local councils or the Ministry 
of Health should subscribe towards the voluntary 
hospitals as further developments of their ~~ 
and acute work become necessary; how, in fact, 
to lead up to the coérdination of all the surgical and 
acute hospitals and sick wards into one single ordered 
national system while leaving untouched our national 
system of chronic hospitals which long before 1929 
had been completely and satisfactorily organised 
under the poor-law. 





La FrRance.—The University of London Press 
have just Y eg ocecnon a preliminary sketch of the 
history and literature of France for sixth-form 
scholars embarking on an advanced course in modern 
studies. Mr. F. A. Hedgcock, M.A., Docteur és 
lettres, who is the author of this s which is 
entitled ‘‘La France: Esquisse de géographie, 
d’histoire et de littérature,” is well aware of the 
linguistic ability of young students, and has the 
modest aim in this book of supplying the foundations 


and scaffolding by means of which the subsequent 
structure can be edified. In this aim heis successful. 
The arrangement and form of the book leave nothing 
to be desired. 





NEW PREPARATIONS 

CRESCORMONE (Paines and Byrne, Ltd., Southamp- 
ton-street, London, W.).—This is a preparation of 
the growth hormone of the anterior pituitary isolated 
according to the method of Van Dyke and Waillen- 
Lawrence, which has been set out fully in the Journal 
of Pharmaco and Experimental Therapeutics 
(1930, vol. xl., p. 413). The preparation is designed 
to promote skeletal growth, and is put up in sterile 
ampoules ready for use, subcutaneously or intra- 
muscularly. The ampoules contain 1 c.cm. of the 
fluid, and the dose recommended to produce skeleta] 
growth is put at three ampoules a het 9 

ENTEROFAGOS.—This a reaches us from 
the laboratory of M. Ch. urin, Nice, through the 
agents, Continental Laboratories, Ltd., 30, Marsham- 
street, London, S.W. It is a polyvalent intestinal 
bacteriophage, which has the good opinion of clini- 
cians behin d it as a remedy, among other conditions, 
in enterocolitis and the diarrhcea of infancy. The 
i ggean i ve is put up in boxes of ten and five ampoules, 
each containing 2 c.cm., and the dosage recom- 
mended, and endorsed by clinical records, is one 
ampoule, orally, each morning. 


INCOME TAX 


THE burden of taxation is nqeveted by the 
complexity of the law. Few professional men can 
solve the problems of income-tax without expert 
aid. Mr. John Burns, W.S., in his ‘ Income-Tax 
Guide” (eighth edition ; London: Sir Isaac Pitman 
and Sons, 1933, pp. 220, 5s.), written without excessive 
technicality and published at a reasonable price, 
gives sound guidance. The new edition is well 
abreast of recent developments. One short chapter 
on professional incomes devotes some special para- 
graphs to doctors and dentists. dates on tax 
savings (not, of course, a synonym for tax evasion) 
deals inter alia with life assurance, seven-year deeds, 
and the method of helping hospitals and other charities 
by tax-saving schemes of systematic subscription. 
A perplexed taxpayer may well find something in 
this little book which would more than recoup the 
cost of its “nnyroee ; unfamiliarity with the law can 
easily involve overpayment of tax. 


MEDICAL TRAINING OF AIRMEN.—The Air Ministry 
has reprinted the second edition of an excellent 
syllabus for the training of airmen in medical and 
dental trades. The syllabuses are issued as a guide 
to medical officers, members of the R.A.F. nursing 
service, airmen engaged in instruction, and airmen 
under instruction. They include all the subjects 
in which training is required by the authorities 
governing the equivalent civil trades, so that airmen 
who so desire may take the civil examinations with 
a minimum of further training. The booklet has 
66 pages and may be obtained from H.M. Stationery 
Office for 1s. 

APPOINTMENT OF HEALTH VisIToRS.—Under 4 
scheme for the training and examination of health 
visitors set out by the Department of Health for 
Scotland last August, the examination is to be 
conducted in future by the Royal Sanitary Association 
of Scotland, which will issue certificates to successful 
candidates. The new arrangements have been 
designed in order to ensure a uniform standard of 
training and certification in England and Scotland, 
and with minor a there will henceforth be 
complete reciprocity between them as to eligibility 
for employment as a health visitor. The Ministry of 
Health has therefore issued regulations (Circular 1336 
and Statutory Rules and Orders 1933, No. 408. H.M. 
Stat. Office. 1d.) to ensure that certificates issued 
by the Royal Sanitary Association of Scotland to 
candidates eligible for appointment as whole-time 
health visitors in England and Wales shall be endorsed 
to that effect. 

“‘ PIsTOL VERSUS POLEAXE.”—The book by Miss 
L. Macnaghten with this title, of which a notice 
appeared last week (p. 1104), is published by Messrs. 
Chapman and Hall, Ltd., at one guinea. 
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